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SURVEYING THE FIELD FOR A SANATORIUM* 


By Murray A. Auerbach, Executive Secretary, Indiana Tuberculosis Association, 
Indianapolis 


penditure of money and because of the prej- 
udice against spending public funds, a cam- 
paign for the institutional care of the tuberculous 
must be planned with much precision, bearing in 
mind always the peculiar local conditions that may 
prevail. The first step in planning such a cam- 
paign is to show the need for a sanatorium. This 
can be accomplished by a survey indicating the 
number of cases needing care, and should include 
all types: children, early and advanced cases. 
Although demonstrations conducted at Fram- 
ingham, Mass., and elsewhere have indicated that 
there are nine active cases for every annual death, 
figures so estimated, while they may be of some 
effect, are not nearly so convincing as an actual 
study giving a definite number of cases ascer- 
tained through investigation, and supported if 
necessary by the proof. It goes without saying 
that the success of a sanatorium plan is in direct 
ratio to the public sentiment aroused. This pub- 
lic interest is stimulated by the survey, the publi- 
cation of the results and bringing the findings 
before all groups, social, fraternal, civic and labor. 
The number of cases does not indicate the size of 
the institution required, however, but is an added 
and stronger argument for its establishment. 
The National Tuberculosis Association has adop- 
ted the standard of one bed for every annual death 
as the minimum requirement, a figure which is 
arrived at by taking the average number of an- 
nual deaths for the past five years. 
Assuming that the county or district for which 
the sanatorium is advocated is a growing one, the 
plan should include provisions for future expan- 


B, penaitur a sanatorium involves a large ex- 





*This is the first of a series of articles to appear in succeeding 
issues of THE MoperN Hospitat, dealing with the planning, equip- 
ment, organization and operation of tuberculosis sanatoriums and pre- 
ventoriums. This series is prepared under the direction of Robinson 


Bosworth, M.D., ~ <a Rockford Municipal Tuberculosis 
Sanatorium, Rockford, 


sion. Too many hospitals throughout the country 
built without a definite plan and making no allow- 
ance for growth, are today working under a 
handicap because of this lack of foresight. Even 
more serious than the handicap under which such 
institutions find themselves, is the sad waste of 
money and needless expense involved when it is 
found later that the lack of plan and the growing 
needs require the complete destruction of the 
sanatorium and the building of a new one. 


Demonstrate Need Fully 


It is expensive to lay plans on paper, but it 
does indicate to those who are asked to appropri- 
ate money that the petitioner has a definite idea 
of what is required and that the problem is fully 
known and has been given serious thought. In- 
cidentally, it also has the effect of creating con- 
fidence in those initiating the project, and per- 
haps more respect for the petition. Instead of 
working from the minimum requirements to the 
maximum needs, the plan should show, by the 
several units, the completed institution as it 
should look in the years to follow. Then those 
units not immediately necessary should be elimi- 
nated, and the plan scaled to the essentials re- 
quired at once. The request for an appropriation 
for the necessary units can be made, but the com- 
plete plan should show the buildings to be erected, 
as the community grows. 

It is important, too, to determine costs and, in 
presenting a petition for a hospital, to have fig- 
ures that will give those intrusted with the spend- 
ing of the public money an approximate idea of 
what financial obligation the project will entail. 
To know how large a site is required—and here 
again the site must be large enough to allow for 
future expansion—would permit the petitioners, 
who should know the value of land in the vicinity, 
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an opportunity to figure approximate expenditure 
for the purpose. T. B. Kidner, consultant on hos- 
pital, sanatorium and institutional planning, New 
York, who for several years was institutional 
secretary of the National Tuberculosis Associa- 
tion, has always advocated a minimum allowance 
of one acre for six patients, a sixty-bed institu- 
tion, therefore, requiring ten acres. However, 
the more acres possible, the better for the future 
of the institution, as it will permit beautifying the 
grounds, provide for landscape planning and 
create the wholesome atmosphere so important to 
the comfort and welfare of the patients. 

Costs depend to no small degree upon the loca- 
tion of the proposed sanatorium. Lumber, labor 
and materials of various kinds may cost consider- 
ably more in some centers than in others. The 
approximate cost of an institution can be gathered 
by consulting expenditures involved in the build- 
ing of similar institutions in various parts of the 
country. Definite costs will be determined by a 
contractor or architect after plans have been 
drawn and the various elements entering into the 
building given consideration. Sanatoriums built 
within recent years, however, show the initial 
cost to range from $2,500 to $4,000 a bed, al- 
though some have been more expensive than the 
maximum figure given here. Assuming that a 
fifty-bed institution is being advocated, to be built 
along moderate lines, it is safe to assume that the 
appropriation should run between $150,000 and 


$175,000. 


Campaign Is Needed 


Those who have the spending of public funds 
are, of course, human and are touched by the same 
chords as those who make up the general popula- 
tion. Heads of families, fathers of children, mem- 
bers of a community in which they take pride, 
they like to see their place of habitation rank 
among the best. They deplore high death rates; 
they are depressed by sicknesses; they sympathize 
with conditions that make for social and economic 
distress. But they often feel that they serve the 
people best by keeping down the tax rate and that 
their fealty in office and their popularity in the 
community is enhanced by showing a minimum 
cost of administration. Whether they practice a 
false economy by withholding or refusing an ap- 
propriation which a group of enthusiasts consider 
necessary, or whether their failure to accede to 
the wishes of the group, urging a certain project, 
is due to ignorance of the particular subject in 
question, is beside the point. The fact is they 
have firm convictions that they are acting accord- 
ing to the wishes of their constituents. And this, 
therefore, presents the need for an energetic cam- 
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paign; for, after all, a campaign is merely a part 
of an educational program in which it is hoped 
to convert those not already convinced of the need 
of the enterprise. 

It is well, then, for the initiators of the project 
to be acquainted with the prevailing tax rate, and 
the assessed valuation of the community, and to 
be prepared to show how much the proposed ap- 
propriation will raise the tax rate. Many first- 
class sanatoriums have been established by in- 
creasing the tax of the majority of the inhabitants 
by less than $1 a year. Spread over the entire 
populace, the cost is not exhorbitant and the dis- 
tribution is manifestly fair. 


Concrete Example Offered 


In considering the cost of the sanatorium, noth- 
ing has been said about the social significance of 
the institution. In a pamphlet issued by the New 
York State Board of Health several years ago, an 
excellent graphic illustration of the social and 
economic costs resulting from the absence of a 
sanatorium is presented... The story is based on 
an actual incident in a certain New York town 
and, because of its truth, is all the more valuable. 
The story tells of the breadwinner of a family, 
consisting of his wife and three children, who had 
tuberculosis. He was fortunate in securing an 
early diagnosis, and readily agreed to go to a hos- 
pital. There was no sanatorium in his county to 
which he could go, and hospitals that would ac- 
cept one of his limited means were full, and of- 
fered no early prospects of receiving him. He 
gradually grew worse, and his wife, overtaxed by 
her extra duties, soon broke down and also con- 
tracted the disease. The man died, but after his 
meager savings were spent. Then followed the 
familiar result: the family became public charges. 
Within a year the mother was also laid away in 
the little cemetery, and the home broken up. The 
children were placed in an orphan’s home. The 
cost to the community is given as follows: 


Ee pa ee” $ 00 
Mother’s doctors’ bills paid by town...... 50 
Support of family during mother’s illness. . 50 
Funeral expenses of mother............. 25 


Care of two year old child in orphans’ home 





EE a 1,800 
Care of four year old child in orphans’ 
Oe Eee 1,500 
Care of five year old child in orphans’ home 
gg Pe Pe ee 1,350 
er nee een a $4,775 


If the county had maintained a sanatorium, the 
care of the man would have affected the tax levy 


as follows: 
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One year’s care at hospital at $10 a week... . $520 
Less patient’s contribution to his own sup- 
Peer rr Terre err rT rT rrr Try re ere 200 


Total cost to taxpayers............... $320 
This negligence, therefore, caused a loss to the 
county of $4,455. 
This story has a heart interest and a strong ap- 
peal. But more, it is of decided interest to the 
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nurse, or some other individual who understands 
thoroughly the local public health problem, and 
who is in a position to acquire the necessary data 
and to assume the handling of the details of the 
campaign organization. 

He should proceed to organize a general com- 
mittee, which should be representative of the ter- 
ritory concerned and should be made up of a cen- 
tral committee, district chairmen and chairmen of 
the several subcommit- 





taxpayer. This particu- 
lar county saved $320, 
but the care of the fam- 


Preliminary Steps 


tees. The central com- 
mittee should consist of 


ily, due to the false preparing for a sanatorium, the fol- a small group of in- 
economy that kept the lowing steps should be followed: terested and influential 
man from receiving 1. Make a survey to find out the num- citizens, presided over 


hospitalization, resulted 
in a loss to the com- 
munity of $4,455. If 
also the cost of caring 
for one patient was 
$520 a year, the money 
spent in caring for this 
one family would have 
provided for the care of 
eight patients for one 
year and a ninth patient 
for six months. 

Since this story was 
printed, costshave 
changed. Patients to- 
day cannot be cared for 
in a sanatorium at the 
rate of $10 a week. But 
so have other costs in- 
creased and, with the 
higher prices for food- 
stuffs and material of 7. 
all kinds and with the 
greater cost of main- 
taining orphans’ homes, 
the same ratio prevails 
and the results would 


mittee with 


proval. 





ber of cases needing hospitalization. 
2. Secure definite facts and figures. 
Statistics and all data should be accurate. 
3. Organize a general campaign com- 


(a) Central committee and executive 
secretary to handle details. 
(b) District chairmen to wage cam- 
paign in their respective territories. 
(c) Chairman of speakers’ commit- 
tee to develop speakers’ bureau. cial. Care must be ex- 
(d) Chairman of publicity committee 
to keep campaign before the public. 
4. Have on the central committee large 
taxpayers and persons of prominence. is prominent on the 
5. Secure resolutions of endorsement 
from every organization in the territory. 
6. Conduct a strong educational cam- 
paign that will reach all corners of the 
community and arouse a keen public in- 
terest in the project. 
If the sanatorium is to be decided 
by popular vote, keep the voters advised 
of the date of the election and urge them 
to go to the polls and cast a vote of ap- 


8. Keep everlastingly before the public. 


by the chairman of the 
general committee who 
should be a recognized 
leader and a cool, level- 
headed enthusiast. This 
committee should be 
made up of the various 
elements in the com- 
munity, business, civic, 
fraternal, labor and so- 


ercised, however, to see 
that no political party, 
church, or local faction, 


committee. 

Assuming that the 
sanatorium is intended 
to offer provision for a 
county (and most such 
public institutions are 
established on the 
county basis), the ter- 
ritory should be divided 
into districts or town- 
ships with a chairman 
for each section. The 
district chairmen can 








be relatively unchanged. 
Similar stories can be found in any community. 

In addition to working out a definite plan, and 
to possessing facts regarding costs, the effect on 
the death rate, the economic value of the institu- 
tion to the community and the social advantages, 
the first steps in securing a community sana- 
torium require the planning of a popular cam- 
paign that will win the voters. Such a campaign 
calls for a director with initiative, resourceful- 
ness, aggressiveness, tact, clear thinking, sound 
judgment and personality that will make friends. 
This director, or executive officer, will in most in- 
stances perhaps be the executive secretary of the 
local tuberculosis association, the public health 


gather a sufficient number of workers to assist 
in creating public sentiment in their respective 
territories, to visit the homes and secure signers 
for a petition (if the law calls for such petition), 
to arrange for public meetings, addresses before 
lodges, clubs, labor unions, churches and movie 
shows, looking to the central committee, or the 
director, for public speakers and for general di- 
rection. 

A speakers’ committee should be arranged in 
advance, in order that persons who are familiar 
with the contemplated project and who have been 
given sufficient data regarding the conditions and 
the needs, are prepared to speak on the subject. 
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It is helpful, also, to have the proposed meetings 
over the counties arranged in advance, so that the 
speakers’ schedules can be prepared. Wherever 
possible, the speakers should come from the dis- 
trict in which the talk is to be given. In follow- 
ing this plan, sufficient speakers can be procured 
to cover the entire county without placing an 
undue burden on anyone, either in time consumed 
or the number of addresses to be made. Time 
should be allowed for questions and for a few 
interested persons in the audience to supplement 
the remarks of the principal speaker by some 
favorable comment, preferably not more than of 
five minutes duration. It is not a difficult matter 
to arrange for this, and members of the district 
committee and others can be asked in advance to 
render this service. One person should then offer 
for passage a resolution for endorsement, pre- 
pared carefully in advance, and the passage of 
this resolution can mark the close of the meeting. 
Each meeting should be fully reported and a story 
prepared for the press to go into every paper pub- 
lished in the county. 


Publicity Is Important 


This indicates the need of a publicity commit- 
tee, the chairman of which should preferably be 
@ newspaper man, or one who has had experience 
in publicity methods and can sense news values. 
Publicity forms an important part of the cam- 
paign, and the newspapers will be glad to have 
stories, providing they contain material of in- 
terest and news value. Some of the observations 
made herein suggest many stories that could be 
written and that would constitute news. Sunday 
feature stories, and editorials can be prepared 
and will prove a potent influence in creating a 
favorable public opinion. If, as is required in 
some states, an appropriation for a sanatorium 
must be preceded by a petition signed by a certain 
number of persons, and then by popular vote, the 
publicity phase of the campaign takes on added 
force and becomes all the more important. And 
this must be so planned that all the ammunition 
is not fired at once, but as the campaign prog- 
resses, the broadsides increase and the shots be- 
come more telling. 

Frequent meetings of the central committee and 
the sub-committees are advisable in order that 
committee chairmen and all members of each in- 
dividual committee may have an opportunity of 
getting together to take stock of the progress 
made and discuss new plans to be followed. Cam- 
paigning for a sanatorium calls for continuous 
work, constant “pounding away,” alertness and 
keeping the issue unremittingly before the people. 

The influence of such a campaign as is here de- 
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scribed in urging a sanatorium upon the voters 
must not be minimized. A good illustration of 
the effect of such a movement in creating favor- 
able public opinion may be found in the activities 
of an Indiana county tuberculosis association, 
which in 1914 waged its campaign for the county 
tuberculosis hospital. The executive secretary of 
the association, who served as director of the 
movement to establish the institution, sent out 
letters to 210 organizations throughout the 
county, and personally visited about fifty repre- 
sentatives of these organizations, urging their 
support. One of the members of the central com- 
mittee, a citizen of wealth and prominence, in- 
duced a number of heavy taxpayers to send per- 
sonal letters to members of the county council in 
support of the proposed sanatorium. Resolutions 
of endorsements poured in, and so great was the 
effect of these expressions of favor that one coun- 
cilman, who openly declared his resentment at the 
agitation fomented, and who said he would never 
vote for such appropriation, was the first to cast 
his vote for it, when the project came up for 
final action. Resolutions are effective and public 
sentiment is telling, whether it involves a direct 
appeal to councilmen, supervisors, commissioners 
et al, or whether directed to the general public in 
anticipation of a vote to determine the building 
of a sanatorium. 


Novel Methods Stimulate Interest 


In Illinois, during a sanatorium campaign a 
few years ago, a very novel and effective method 
was used to stimulate interest in the project and 
to bring out the voters. A few days before the 
election, at which the fate of the proposed institu- 
tion was to be decided, a card, bearing the calen- 
dar of the month, was sent to each voter. Around 
the date of the election was a prominent, black 
circle with a line leading to the bottom of the card 
and to a short appeal, urging support of the proj- 
ect at the polls. 

To repeat, the first step toward building a sana- 
torium is a campaign, mainly educational. Such 
a campaign tends to stimulate interest, gives to 
the people generally information regarding the 
tuberculosis problem, arouses the public con- 
science, and helps to build up an interest that will 
continue after the institution is created and will 
remain as an influence in the progress of the hos- 
pital in the years to follow. 





The history of hospitals in the Occident is still very 
incomplete. The records of the earlier law and church 
history contain some data, but the information has not 
received the consideration of theologians or jurists, and 
least of all, of medical men. 
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Nurses’ swimming pool. 


NURSES’ BUILDING OF UNITED ISRAEL-ZION 
HOSPITAL EMBODIES NEW IDEAS 


By Boris Fingerhood, Superintendent, United Israel-Zion Hospital, 
Brooklyn, N. Y. 


HE school of nursing of the United Israel- 
[zion Hospital, Brooklyn, N. Y., which recently 

opened as a home and began functioning as 
a school this fall is located on a site directly op- 
posite the hospital, separated only by a thorough- 
fare known as Tenth Avenue. It occupies half a 
block on Tenth Avenue, at the corner of Forty- 
eighth Strect. The two buildings are connected 
by a wide underground tunnel making the struc- 
tures a coordinated single unit. 

The tunnel starts in the hospital near the ele- 
vator and emerges in 
the basement of the 
training school building 
where two push button 
elevators serve as ar- 
teries to the highest 
points in the building. 

The training school 
contains 120 rooms, of 
which 114 are single 
and three are double 
apartments. Every — 
facility has been pro- 
vided for the building, 
with the view of afford- 
ing the nurses all the 
conveniences and luxu- 
ries that are available 
in any first-class hotel. 





United Israel-Zion Hospital nurses’ home. 


The building, apart from the basement, is a four- 
story structure. 

The basement is provided with a well ventilated 
kitchen which is equipped with large refrigerators 
and spacious cabinets. From the kitchen dumb- 
waiters lead conveniently to the first floor, thus 
creating a direct connection from the kitchen to 
the dining room and cafeteria. Opposite the 
kitchen are two dining rooms for the general 
workers in the training school building. On this 
floor is to be found also a section consisting of 
five large sleeping 
apartments and sepa- 
rate lavatories for the 
employees in the school 
building. This section 
of the building is so 
situated that by means 
of a separate entrance 
it may be cut off from 
the school proper. 

On the other side of 
the basement we find a 
large swimming pool, 
17’ x 30’, with a depth 
of four feet six at one 
end and over six feet at 
the other. The water 
flowing into the pool 
goes through a steriliz- 
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Basement floor plan. 
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Main reception room of nurses’ home. 
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ing system of ultraviolet rays. The advan- 
tage of the ultraviolet system over the vari- 
ous other sterilizing systems lies in the fact 
that by this system no chemicals flow into 
the water. There are also two showers 
near the pool. Adjoining the pool is a locker 
room which leads to the pool on one end and 
to a large gymnasium on the other. 

The first or the ground floor is devoted 
exclusively to the dining room and to the 
teaching facilities, separated by the central 
foyer. This makes possible the seclusion of 
visitors in the reception room, avoiding pos- 
sible disturbance of the students in session. 


Good Educational Facilities 


As shown on the plan of the architect, 
Boris W. Dorfman, Brooklyn, N. Y., the 
entrance to the classroom facilities is to the 
left of the foyer through a separate corridor. 
Here are to be found a well equipped lecture 
hall, adjoining that, a students’ laboratory, 
the office of the educational director, stu- 
dents’ diet kitchen, demonstration room and 
students’ utility rooms. The lecture hall 
can be converted into a separate unit for 
entertainment purposes, shut off from the 
school building and having a special entrance 
leading out into the street. The advantages 
of such an arrangement are obvious. 
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The demonstration room is almost as large 
as a ward, so that it is possible, for purposes 
of study, to fit it out exactly like one of the meee — —_ 
hospital wards. The utility room is equipped || | ' 
with sterilizers and closets. All of these 
rooms have large windows facing the street, 
i and as the building is on a corner lot ample 
light and ventilation are available. On the 
same floor to the right of the foyer is the en- 
trance to the reception room and also to the 
library. Adjoining the latter we find the 
matron’s office, in which is a post office for 
student nurses which will be taken care of by 
the switchboard operator. It is obvious that 
entrance to any point in the building is im- 
possible without passing the matron’s office 
in which an information desk will be in- 
stalled. 

















Flexible Dining Arrangements 














The dining room has nine large windows 
and an excellent lighting system. The cafe- 
teria opposite the dining room is arranged 
for either cafeteria self-service or the em- 
ployment of waiters, the latter arrangement 

















= being planned for the main meal of the day. 
i- The second, third, and fourth floors are de- 
t voted almost exclusively to the private rooms 
: of the nurses, except for the second floor ia is ateien 
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Entrance lobby, showing the type of flooring and furniture used. 
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which is partially occupied by the apart- 
ment of the superintendent of nurses, 
consisting of a large living room and 
bedroom. On each floor, facing the two 
self-operative elevators there is a lounge 
or recreation room for the use of nurses 
who may not be disposed to leave the 
floor in order to visit the general rooms 
below. Each floor is provided with two 
linen rooms and a miniature laundry 
which has various innovations, such as 
built-in ironing boards and a device to 
show whether or not the current is on. 
There are sundry little conveniences on 
each floor, among these a kitchenette 
with the utensils necessary to make 
coffee, tea or toast. Each floor also has 
a sewing room. 

We have tried to give the structure 
a general air of efficiency and cheerful- 
ness in the hope that the psychological 
effect on the student will be a happy 
one. There is an indefinable “some- 
thing” in the hardwood panelled walls, 
large windows, well equipped labora- 
tories and non-institutional color scheme 
that is conducive to an eagerness for careful work 
and high morale. 


Building Has H Formation 


As the plan shows the structure has been built 
on an H formation with east and west corridors. 
In each of these corridors are four bathrooms, 
four lavatories, one shower and a dressing room 
for every group of twenty girls. Each floor is, 
of course, equipped with slop sinks and has an 
adequate vacuum system and cleaning parapher- 
nalia. Each room has a washstand with hot and 
cold running water; facilities for keeping toilet 
equipment, a towel rack and a built-in closet. The 
furniture consists of a bed, a dresser with a locked 
drawer, a writing table and a desk lamp, a chair 
and a rocker, all of which are of the same pattern 
and color. The furnishings are quiet, comfortable 
and homelike and of a nature to promote mental 
and physical relaxation. 


Trunk Room Is in Basement 


In the basement there is a large trunk room at 
the disposal of the student nurses. The steam is 
furnished by a special connection with the hos- 
pital pipes running through the tunnel. All things 
have been done to make the nurses feel comfort- 
able and to stimulate interest in the work. 

The school has been built at a cost of $400,000, 
excluding equipment, and the many whose work 
has made it possible may feel a justifiable pride 
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Student nurse’s bedroom. 


in it. It is their hope and expectation that this 
institution will carry on its work cheerfully, effi- 
ciently and humanely. 





GETTING COOPERATION FROM THE 
MORTICIANS 


The reference to the hospital’s attitude toward the un- 
dertaker, in our TALKING IT OVER columns in August, 
has brought forth the following interesting response from 
Caroline T. Snyder, superintendent, Trinity Hospital, Little 
Rock, Ark., a fifty-bed institution: 

“In the August number of THE MODERN HOSPITAL we 
read with interest your reference to the hospital’s attitude 
toward the undertaker. We are pleased to explain our 
plan of handling this situation thinking that perhaps 
others may benefit by our experience. 

“Our switchboard operator makes a record of every 
ambulance trip to and from the hospital, of the patient’s 
name and whether he is brought into the hospital or car- 
ried home. 

“If an ambulance is used to carry a patient both to 
and from the hospital, we make it a point to have the 
same ambulance make both trips. 

“When the choice of an ambulance is left with us we 
refer to our record and call the ambulance having the 
least number of calls. 

“When the choice of an undertaker is left with us we 
call the undertaker whose ambulance brought the case in. 
If the case did not arrive in an ambulance we call the 
undertaker having the least number of funerals, as shown 
by our list. 

“In this way the work given to the various establish- 
ments is balanced and for the past two years we have: 
maintained friendly relations with each of the four local 
undertakers.” 
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SHALL WE POOL OUR ASSETS? 


By Minott A. Osborn, General Director, United Hospital Fund of New York, 
New York. 


municipal hospital afford to play the role of 
Good Samaritan? 

In the face of existing costs how can this mod- 
ern Good Samaritan meet the difference between 
what a patient pays and what the hospital spends 
on him? 

How far can theory and practice be reconciled? 

Is it desirable that the too casual, hand-to- 
mouth methods of bal- 


T= WHAT extent can the present day non- 


publicly supported institutions. But neither then 
nor at any time since have the needs of the sick 
poor been met wholly out of public funds. 

In theory the cure of human ills and the pro- 
tection of the community’s health may be left to 
the constituted civic authorities, the cost to be 
defrayed from the public purse. In practice it 
works out quite differently, and there is a decided 
question whether any public treasury could ac- 
tually meet the total 





ancing the books at 
present obtaining in 
many hospitals be sup- 
planted by a business- 
like , procedure’ that 
definitely foresees an 
annual income sufficient 
to meet the current 
needs of the hospital? 
Originally the hospi- 
tal was little more than 
a shelter. Bed and 
board, a casual inspec- 
tion by a somewhat im- 
pressionistic doctor, and 
possibly an innocuous 
and inexpensive pill 
made little demand on 
anyone’s' pocketbook. 
Sharply contrasted is 
the expensive equip- 





Theory and Practice 


N THEORY the cure of human ills and 
the protection of the community’s health 
may be left to the constituted civic author- 
ities, the cost to be defrayed from the pub- 
lic purse. In practice it works out quite 
differently and there is decided question 
whether any public treasury could actually 
meet the total cost of caring for the eco- 
nomically dependent members of the com- 
munity in need of hospital care. 


It is fairly evident that the needs of the 
non-municipal hospitals occasioned by free 
and partially free service given by these 
institutions will require some kind of 
periodic collection from the philanthrop- 
ically disposed public. 


cost of caring for the 
economically dependent 
members of the com- 
munity in need of hos- 
pital care. 

For the purposes of 
this paper it may be as- 
sumed that the poor, in- 
cluding the sick poor, 
we shall have always 
with us and that pub- 
licly supported institu- 
tions and public funds 
will continue to do an 
important part of the 
free work, but not all. 

Where shall the non- 
municipal hospital turn 
for help? 

The well-to-do can 
pay for needed hospital 








ment of today, the lab- 

oratory, instruments, drugs, x-ray apparatus, 
serum, the paraphernalia of research, and the 
other familiar stock in trade of the modern shel- 
ter for the sick and injured. Add the necessarily 
costly, trained personnel, the housing as well as 
the training of nurses, and the major and minor 
items of staffing and otherwise manning the great 
institution which is such a far and blessed cry 
from the ancient asylums for the sick, and the 
picture is complete. 

An early interest in hospital needs that was 
human and quite understandable crystallized by 
the end of the eighteenth century into the support 
of hospitals by public funds. Hospitals took their 
place in the public estimation with institutions 
for child welfare, public almshouses and work- 
houses, and shelters for the aged poor. Early in 
the nineteenth century public solicitude was given 
further expression when a needed wave of reform 
broke on the management and support of these 


and professional care 
and are charged accordingly. Not so comfortable 
is the situation of that great middle class, forever 
between the two economic millstones. The poor 
simply cannot meet the cost of necessary hospital 
care. 

Hospital needs claimed the attention of the 
philanthropically disposed before the modern 
genius for organization brought these community 
interests within the range of carefully formuiated 
business procedure, and the word charity with its 
unhappy and somewhat negative implications gave 
place to the word welfare. In his Outline of His- 
tory H. G. Wells dwelt on the modern responsi- 
bility of money, the morality of money. Nowhere 
else is there quite such a complete awakening of 
this public conscience as in the case of private 
philanthropic support of hospital work. This es- 
tablished fact is therefore of prime interest to 
the non-municipal hospital. 

It seems as if the problem in the city whose 
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social agencies are successfully supported through 
a community chest or fund were relatively simple. 
No stronger appeal exists than that on behalf ot 
the doubly unfortunate sick poor. It greatly 
strengthens the community chest presentation. 
The hospital performing this community service 
ought to be able to secure what it needs through 
the agency of the community chest. 


New York Problem Difficult 


The large and complex city of New York pre- 
sents a problem far more formidable. Whether 
New York can ever organize a community chest 
comparable to those in smaller cities is at this 
moment an open question. Given time, the re- 
cently organized Welfare Council may find the 
answer. But whatever that solution, it is fairly 
evident that the needs of the non-municipal hos- 
pitais occasioned by free and partially free serv- 
ice given by these institutions will require some 
kind of periodic collection from the philanthrop- 
ically disposed public. 

In 1880 the United Hospital Fund of New York 
had its beginning as the Hospital Saturday and 
Sunday Association. From a limited collection 
through the churches it has grown until to date 
the organization has collected not alone from the 
churches but from professional and business 
groups and from individual donors, and distrib- 
uted for free service to the sick poor, somewhat in 
excess of eight million dollars. Ideally the United 
Hospital Fund of New York might well become 
a specialized community chest working toward the 
maximum of economy and efficiency in the col- 
lection and distribution of funds. To the com- 
munity-minded person not interested in a par- 
ticular institution such a central agency can 
offer the assurance that his contribution to chari- 
table hospital work will be wisely administered. 
The Fund seeks to enlist the interest of the man 
on the street no less than that of the man who as 
trustee or in some other way is serving the cause 
of a particular hospital. 


United Hospital Fund Successful 


So far as New York City is concerned, the trus- 
tees of the United Hospital Fund believe that here 
is an organization equipped to render the sort of 
service that the community chest is rendering in 
more than two hundred cities throughout the 
country. At times the growth of the United Hos- 
pital Fund has been slow, although in the past 
few years there has been encouraging evidence 
of its becoming a much more important and use- 
ful community institution. Much remains to be 


done in this common effort, but it is the belief 
of those closest to the problem that in time, with 
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the cooperation both of the member hospitals of 
the Fund and of the general public, New York 
will be able to demonstrate an effective method 
of securing support for a vital enterprise in a 
great community, for meeting the difference be- 
tween the cost of hospital days to the institution 
and the hospital receipts. 

With the per capita hospital costs still mount- 
ing as the science of modern hospitalization and 
medical care makes its impressive advance and 
the standards of care undergo constant improve- 
ment, it becomes increasingly certain that the 
poor and to a considerable extent the middle 
classes are not, under our present economic order, 
going to be able to pay for this costly hospital 
care. The hospital must deliberately turn to the 
community for private donations toward the cost 
of their free work. 


Multitude of Appeals Wearies 


But in turning to the community the hospital 
must face an increasing rebellion on the part of 
men and women whose names readily find their 
way into the prospect lists of numerous hospitals 
and organizations seeking funds, against the 
swelling flood of appeals. When an individual re- 
ceives in a single year nearly two thousand sepa- 
rate appeals he may well look for some form of 
relief. When a man who thoroughly believes in 
the philanthropic work done by the hospitals 
wishes to contribute his share to meet the patent 
need, his initial good will may be turned into ir- 
ritation when appeal after appeal finds its way 
to his desk. 

One query occasionally heard regarding the ex- 
pansion of the United Hospital Fund suggests the 
customary experience when a community chest 
is under consideration. Time and again the argu- 
ment has been brought to bear against the intro- 
duction of a community chest that it will deprive 
the contributing institution or agency of its spe- 
cial group of friends. Pooling their assets for 
the common good has seemed like an indiscretion. 
The results where the chest has been established 
have proved this to be a false alarm. It works. 
The desired end is attained and each institution 
or organization continues to hold the interest of 
its particular constituents while its problem of 
supplementary financing is solved. A specialized 
community chest, such as the United Hospital 
Fund, may reasonably expect a like experience. 

Few, if any, would deny the existence of a com- 
munity need among the non-municipal hospitals 
giving free and partially free service to the needy 
sick. How is the money to be provided to meet 
this need? Shall each hospital continue to grub 
for the money it must have, needlessly spending 
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energy and a considerable portion of each dollar 
secured in the getting of it, or shall these hospitals 
pool their assets in a yearly effort to secure 
through a central collection agency the necessary 
funds at the least cost and with the least effort? 


Logical Agency of Charity 


It costs more to play Good Samaritan than it 
used to, and the more fortunate in worldly pos- 
sessions must obviously meet the difference. So 
the community chest or the United Hospital Fund 
or whatever the organization may be is the logical 
agency to establish the contact between the man 
who can spare something from his means for 
humanitarian purposes and the hospital which 
must have more money than earned income ap- 
parently can provide. 

Must we not distinguish sharply between un- 
applied theory and applied practice? Must we 
not recognize the inadequacy of any hit-or-miss 
method of making both ends meet in such an im- 
portant institution as a community hospital not 
supported wholly by public funds, and the ade- 
quacy of a central collection agency for the non- 
municipal hospitals that serve a given community? 
Must we not focus more sharply on a problem of 
considerable public importance to the end that our 
hospitals may render with the least possible sacri- 
fice a public service of prime importance? 





EDUCATING PHYSICIANS OF THE 
COMMUNITY 


“Through its educational function the standardized hos- 
pital becomes in every way a more active, alert and 
progressive institution,” said Dr. N. P. Colwell, secretary, 
Council on Medical Education and Hospitals, American 
Medical Association, Chicago, in a recent address, “The 
Standardized Hospital as a Training School for Better 
Physicians and Nurses.” 

Dr. Colwell goes on to say that in the training of 
nurses and medical students, an atmosphere of investiga- 
tion is created among the attending staff. Regular con- 
ferences are held regarding patients having unusual com- 
plicated diseases or regarding unusual causes of death, 
which are attended by students, interns and staff. This 
atmosphere of education and investigation stimulates the 
provision in the hospitals of other helpful agencies for 
carrying out therapeutic and investigative measures, such 
as social service workers and district nurses. 

When the hospital is not a teaching hospital of a medical 
school, he believes that it will be free to encourage the 
physicians of its community to attend either its special 
conferences or courses of advanced medical instruction, 
or to invite the local medical society to hold its regular 
meetings in tne hospital amphitheater, where on occasion 
patients can be used to demonstrate the application and 
efficiency of some improved method of diagnosis and 
treatment. This educations! function may be further ex- 
tended by instruction in regard to health preservation and 
sanitation for the patients who come to the hospital for 
treatment; and, through the visiting and social service 
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workers, the community can be informed regarding the 
value of modern scientific medical care. 

It can be seen, therefore, that the standardized hospital 
can exert a tremendous increase for good, especially if it 
requires a high standard of both moral and professional 
qualifications for its staff members. As a model human 
being is one who is equally well developed in his physical, 
intellectual and moral make-up so the best hospital de- 
pends to an equal extent on the excellence of its physical 
plant, the high intellectual qualifications of its personnel, 
and the moral atmosphere maintained throughout the 
institution. The most vital part, or principle, of every 
hospital, according to Dr. Colwell, is the high standard of 
professional and moral qualifications which must be 
possessed by its staff of physicians and nurses. 





PREVENTION PROGRAM FOR MATERNAL 
MORTALITY OUTLINED BY WOODBURY 


An analysis of maternal mortality in the United States, 
by Robert M. Woodbury, formerly director of statistical 
research, the Children’s Bureau, U. S. Department of 
Labor, Washington, D. C., has recently been published by 
the bureau. The report is a thorough study of the causes 
of mortality with an outline for a national program for 
the prevention of maternal mortality. 

In analyzing the high mortality rates, Dr. Woodbury 
points out the fact that a large proportion of deaths of 
mothers is reflected in the deaths of infants under one 
year of age and that the causes have their origin in the 
care and condition of mothers during pregnancy. 

Basing his statistics on the 1921 birth registration 
area, Dr. Woodbury estimates the number of annual ma- 
ternity deaths as 20,000. Figures presented indicating 
the trend over a twenty-two year period in the United 
States show an increase of 13.3 per 100,000 population in 
1900 to 16.9 in 1921, although considering the campaign 
for better certification of death causes there has been a 
slightly downward trend since 1900. 

An analysis of the causes of maternal death shows that 
the most important single cause is puerperal septicemia, 
the result of infection from lack of surgical cleanliness. 
With respect to the distribution of population, although 
the statistics for cities indicate a much higher rate, this 
is partly accounted for in the fact that many of the diffi- 
cult cases are brought to the city for medical treatment 
and hospital facilities. The classification of cities into 
groups according to size brings out the interesting fact 
that the highest mortality from puerperal septicemia is 
found not in the large centers but in the group of cities 
which have populations of 25,000 to 50,000. 

Among the recommendations for the prevention of the 
most important causes of maternal deaths are effective 
supervision by a public health agency over hospitals and 
over the training and admittance to practice of physicians, 
mid-wives, and nurses, and that all infected cases must 
be reported as in the case of other infectious diseases. 





PENSIONS FOR EXECUTIVES IN LONDON 


Definite steps have already been taken by sixty-nine of 
the hospitals in London to start a general contributory 
system of pensions for hospital officers and nurses on the 
lines of the draft scheme published by King Edward’s 
Hospital Fund for London, November, 1925. It is antici- 
pated that the system will be in full operation by the 
first of the year. 
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The anesthetic room, decorated with pictures of birds and animals. (Children’s Hospital of Michigan, Detroit) 
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CREATING A JUVENILE ATMOSPHERE IN A 
CHILDREN’S HOSPITAL 


By Margaret A. Rogers, Superintendent, Children’s Hospital of Michigan, 
Detroit, Mich. 


pital of Michigan, Detroit, has completed a 
building program including a convalescent 
home at Farmington, housing 100 children, a nur- 
ses’ home and service building together with the 
remodeling of the old Children’s Free Hospital 
to include an out-patient department and _ in- 
creased facilities for other departments and two 
new wings to provide for 110 additional patients. 
The building program was made possible by a 
gift from United States Senator James Couzens, 
at the time of the merger of the Children’s Free 
Hospital and the Michigan School at Farmington, 
and was worked out by the board of directors 
under the supervision of Albert Kahn, architect, 
Detroit, also a member of the board. 

The original building which was endowed by 
Hiram Walker in 1896, contained a central ad- 
ministrative portion with wings to the southeast 
and southwest, and it was planned that when en- 
largement was necessary corresponding wings 
would be built to the northeast and northwest. 

In planning the new building the conservation 
of energy of the various workers was given spe- 
cial consideration together with the special fea- 


[) vita the past year the Children’s Hos- 
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tures not needed in an adult hospital, such as 
provision for constant observation of all patients, 
isolation of each patient and the provision for 
companionship without exposure to infection. 

The general plan of the building is the cubicle 
system, with two floors accommodating forty-two 
patients and one floor having twenty-one beds, 
with a wing devoted to operating rooms. Thus 
the children are in two and four-bed wards with 
two private rooms on each floor. In the wards 
glass screens are used to separate the beds. Glass 
is also used in the walls between the wards and 
between the wards and corridors permitting con- 
tinuous observation of all patients in each wing. 

Individual equipment is provided for the pa- 
tients and running water is available in each room 
in basins having elbow faucets. Twilights placed 
twenty inches from the floor in rooms and corri- 
dors enable attendants to work at night without 
disturbing patients. 

The supervisor’s station is arranged at the 
angle of the two wings and control of the cor- 
ridors is provided by an especial arrangement of 
mirrors. Medicine closets, serving pantries, linen 
closets, floor laboratories and parents’ waiting 





Typical four-bed ward in Children’s Hospital of Michigan, Detroit. 





58 


rooms can all be observed 
from this desk. 

Treatment, bath and 
utility rooms are all cen- 
trally located on _ each 
wing in the least desirably 
lighted spots, and _ these 
rooms contain every device 
for facilitating the work of 
the nurses. 

The solariums, which are 
located at the end of each 
corridor, have windows 
that swing into pockets in 
order to make the entire 
window space available for 
air and sunshine. 

Especial attention has 
been given to ventilation 
and to temperature con- 
trol. Especially designed valves have been placed 
on the radiators which automatically control the 
temperature at 70 degrees F. 

The usual noise resounding of a fireproof build- 
ing has been counteracted by soundproofing the 
corridor ceilings and by rubber tile flooring which 
is used throughout the building. 

The new operating suite is located on the north- 
east wing of the third floor. The four operating 
rooms are lined with gray matt glazed tile to a 
height of seven feet. Blanket and solution warm- 
ers, glove and sponge driers and instrument cases 
are installed in the corridor walls. The operating 
suite, of course, contains the usual sterilizing 
room, nurses’ workroom, anesthetic room, and 
surgeons’ locker room. 


Special Care for Premature Babies 


One of the interesting features of the hospital 
is the special ward for premature babies located 
on the first floor in a special section. The room 
has eastern exposure with double glass windows, 
and a vestibuled entrance protects the premature 
babies from outside and inside draughts. The tem- 
perature and humidity are automatically con- 
trolled in the premature room. 

The top floor of the wings has been fitted up 
for quarters for the resident medical staff. The 
floor consists of twenty bedrooms with a living 
room and kitchenette. 

The out-patient department, located on the 
ground floor, has a waiting room which provides 
separate cubicles for the patients of the surgical 
orthopedic and venereal services. It also contains 
an orthopedic department, a gymnasium, an elec- 
tric treatment room, a hydrotherapy treatment 
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Ward for premature babies on the first floor. 


room and dressing room for boys and girls. A 
large teaching room is also provided for the ex- 
tension of the work of the social service depart- 
ment, for staff meetings and other gatherings. 
The sterilization for the hospital is centralized on 
this floor with a room for treatment trays and 
for their preparation and distribution throughout 
the entire building. In this way sterilization is 
completely controlled, thereby conserving and 
standardizing the equipment for nursing. 

One of the distinctive features of the hospital 
is the color which is lavishly used throughout the 
building and gives the rooms that bright appear- 
ance which dispells all gloom from the children 
and brings to them the playroom or nursery at- 
mosphere. The walls and woodwork are in warm 
shades of putty, and the corridors, pantries and 
utility rooms are lined with buff matt glazed tile 
to a height of four and one-half feet. 

The solariums have the entire walls covered 
with paintings of familiar fairy tales and gnomes 
in vivid colorings. These are again done in smal- 
ler groups on the walls of the wards. A special 
effort was made to decorate the anesthetic room 
with pictures of birds, animals, flowers and trees 
in striking colors. 

The liberal use of glass in all walls has con- 
served all available light within the building. 





In Australia the public general hospitals are governed 
by private incorporated bodies and are maintained by pri- 
vate subscription with special subsidies voted from time 
to time by the state governments to overtake arrears. 
There is no assistance from the municipal rates. No 
private beds are provided. In addition there are some 
government hospitals with a stipendiary staff dealing 
mainly with chronic and infectious diseases. 
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ORGANIZING AND EQUIPPING THE PHYSIOTHERAPY 
DEPARTMENT 


By Cyril von Baumann, M.D., Director, Physiotherapy Department, Chick Springs Sanitarium, 
Taylors, S. C. 


. 


cine, some form of physical therapeutics 

has been employed. By reason of the re- 
sults obtained during the war and since in indus- 
trial and general medicine this extremely neces- 
sary and useful adjunct, physiotherapy, has now 
firmly fixed itself in our therapeutic armamen- 
tarium. 

Now that the pathological and physiological ac- 
tions of physiotherapy are no longer a mystery, 
and the value of this form of therapy has been 
recognized, practically every hospital of any im- 
portance and repute, either nationally or locally, 
has established or is establishing this department 
on an equal basis with other special branches. 

The first difficulty that is met with in the or- 
ganization of a department of physiotherapy is 
the finding of some physician who is a competent 
and experienced physiotherapist to place in 
charge of it. 


"[ cine, some the entire history of medi- 


Department Should Be Independent 


In the past and in some instances at the pres- 
ent time, a grave error has been made in the 
organization of the new department by making 
it a part of the x-ray department. This is a 
mistake because in the first place a roentgenolo- 
gist is not an experienced physiotherapist, ex- 
cept on rare occasions, and, secondly, he has plen- 
ty of work to do in directing his own department 
successfully, without adopting another “infant” 
that makes every promise of growing larger and 
at least as important as his own. Where this is 
done, all attention is often given to the x-ray 
department, which is a “going concern,” and then 
if there is any time left over and the roentologist 
is not too tired, the physiotherapy department 
receives a bit of thought. In consequence, the 
best results are not obtained and the new depart- 
ment is condemned as a poor investment. 

Under no circumstances should so valuable an 
adjunct as this department be cast aside or hap- 
hazardly run. Every effort should be made to 
organize the work in an efficient manner which 
will ensure good results both to the patients in the 
improvement of their health and to the hospital. 

A competent physiotherapist should first be ob- 
tained. In nearly every hospital there are a num- 
ber of members of the staff against the installa- 
tion of a physiotherapy department, although 


it will be found they are in the minority. It is 
important for the success of the new department 
that these men be won over and their cooperation 
gained by the worth of the results obtained. 
oftentimes this is a slow and hard process, but 
if the department head uses a little diplomacy 
and a lot of common sense, with a bit of patience 
thrown in, he will wear down that formidable 
fort of disbelief and not only convince the scep- 
tical physician of the value of this form of ther- 
apy but will make a friend for himself as well. 


Choose Cheerful Rooms 


The next important thing is to find the proper 
location for the department. A number of light, 
cheerful rooms are necessary on one of the upper 
floors, with a southern exposure, and these should 
be kept at an even, warm temperature. Do not 
choose a dark, gloomy place in the basement for 
this department. The effect of the gloom alone 
will discourage patients and make the battle to 
restore their health much harder. If the patient 
is an in-patient he is brought from a cheerful 
warm room or ward and rightfully expects that 
he will be taken to a place equally warm and 
cheerful, and the basement is neither of these. 
The same holds true in the case of an out-patient. 

Physiotherapy may be divided into five bran- 
ches, namely, electrotherapy, hydrotherapy, 
mechanotherapy, active exercises in the form of 
games and passive exercises in the form of mas- 
sage. Lack of space in most hospitals prohibits 
other active exercise but the out-patient can be 
advised as to what exercises or games to pursue 
and can practice these at his neighborhood gym- 
nasium. 

The electrotherapy room should be large enough 
to permit of division into small compartments 
of sufficient size for a treatment table, a chair 
and the apparatus to be used. There should also 
be a dressing room or two for the convenience of 
the out-patients. 

For this branch of the work the following ap- 
paratus is necessary: 

1. One large high frequency unit is needed 
for diathermy, and this should be strong enough 
to deliver a heavy current for electro-coagulation 
and auto-condensation treatments. 

2. One galvanic-sinusoidal apparatus for 
chemical and mechanical treatments, preferably 
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a machine that is equipped with a pole charger. 
One Bristow faradic coil for nerve testing. 
One electric vibrator. 

One radiant lamp. 

Three radiant bakers. 

. One mercury quartz vapor air-cooled lamp. 
. One water-cooled mercury quartz vapor 
lamp. 

Besides these pieces of apparatus there should 
be the proper applicators and electrodes for each 
machine and one or two applicator cabinets, as 
well as the following mobile equipment for ward 
treatments when it is inadvisable to move the 
patient: two mobile high frequency units for 
diathermy ; one radiant lamp mounted on a car- 
riage; one combination air and water cooler mer- 
cury quartz vapor bedside unit. 

It will be found that one competent physiother- 
apy aid for every twenty-five patients treated 
will be sufficient to assist the physician. 

Both the equipment and the personnel in this 
division are based on the sexes being mixed. In 
the event that the sexes are segregated these 
should be doubled. 


Keep Careful Records 


The other space should be utilized for the hy- 
drotherapy and mechanotherapy department, 
with one aid for the water treatments and another 
who has experience in giving massage and who 
can direct the mechano treatments. Of course 
as the department grows more aids may be en- 
gaged. The following is the equipment necessary 
for this branch: 

1. One continuous temperature flowing bath 
for treatment of mental and nervous patients 
and for sedation. 

2. One immersion bath for the treatment of 
insomnia, nervous and febrile infants, nephritis, 
various exudations, uterine colic, wounds, sprains 
and typhoid. 

8. One douche and controller capable of giving 
the rain douche, needle bath, perineal douche, 
Scotch douche, kidney and liver spray, sitz bath 
and shampoo spray. These are indicated in ane- 
mia, chlorosis, hypertrophies of the liver and 
spleen, malaria, cardiac affections, atonicity of 
the pelvic organs, relief of constipation, tubercu- 
losis, tubercular joints, gangrene, erysipelas, 
pneumonia, diabetes and as a restorative tonic. 

4. Two swirl arm baths. 

5. Two swirl leg baths. 

6. One light bath cabinet. 

7. One massage table. 

For the mechanotherapy branch if it is in- 
stalled, the following additional equipment is 
necessary : 
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8. One leg manipulator. 
9. One arm manipulator. 

10. One hand manipulator. 

11. One foot manipulator. 

12. One shoulder manipulator. 

A static machine for the electrotherapy room 
will be found useful in removing nerve inflam. 
mation and in restoring nerve tissue, but is not 
really necessary. 

A complete set of histories and treatment cardg 
should be kept, showing the type of treatment, 
the electrodes, distance minutes of treatment, the 
milliamperes and the result of the previous treat. 
ment. 





WIDER DEVELOPMENT OF EDUCATIONAL 
FUNCTION IN THE FUTURE 


“The greatest service to humanity during sickness or 
injury is the goal toward which hospitals have been striv- 
ing; and their efforts have not been in vain. At no 
previous time have hospitals reached so high a standard of 
efficiency in public service as now. But the fight has 
just begun. A high standard of professional qualifications 
has, indeed, been established in our better hospitals but 
that high standard must be maintained if hospitals are to 
perform their function in the community. 

“Progress in this field, meanwhile, has been parallel 
with the remarkable improvement made in other lines of 
professional activity. As can be said of many of the 
marvelous developments of recent years, more has been 
accomplished in the last few decades than in all previous 
time. This does not mean that the highest acme of 
perfection has been reached; the wave of progress evi- 
dently has just begun. Larger fields of service are to be 
reached by the modern hospital, and the secret of this 
further progress appears to rest in the wider development 
of the hospital’s educational function. This will result 
not only in a further improvement of the professions of 
medicine and nursing and in the furnishing of facilities 
for the practice of medicine but also in a greater and 
more lasting benefit to the public through the dissemina- 
tion of information in regard to safe, sane and judicious 
ideas regarding the preservation of health and the further 
prevention of diseases and the anguish and distress caused 
thereby.”—N. P. Colwell, M.D., secretary, Council on 
Medical Education and Hospitals, American Medical As- 
sociation, Chicago. 





ALMSHOUSES BECOME HOSPITALS 


A few years ago the almshouse or county poor farm was 
the only form of hospital in many communities. That 
today almost the reverse is true, and the almshouse is 
taking on aspects of a hospital, is strikingly brought out 
in the report of the director of the Alleghany County 
Home, Allegheny, Pa., which says in part: “The character 
of the population of the county homes has radically 
changed during the last five years; many more sick and 
disabled have been admitted during that period and the 
number of able-bodied admitted has so fallen off that it 
has actually become necessary to engage more employees 
to carry on the necessary work of the institution. In 
other words, the almshouses are gradually becoming 
hospitals.” 
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NEW IDEAS IN SMALL HOSPITAL CONSTRUCTION 


By H. Eldridge Hannaford, of Samuel Hannaford & Sons, Architects, Cincinnati, 
and Brigadier V. R. Post, Salvation Army 


Shinkle made a gift to the Salvation Army of 

his old mansion, which was erected in 1869 at 
the southwest corner of Second and Kennedy 
Streets, Covington, Ky. At the time Mr. Shinkle 
erected the mansion he was asked why he was 
building such an immense and magnificent struc- 
ture for four people. He replied “Some day it 
will be a home for the friendless.” 

On receiving the mansion the Salvation Army 
at once converted it into a maternity hospital for 
unfortunate mothers and girls in Kentucky and 
adjoining states. The need for such a hospital 
was imperative and at that time it was thought 
that such was the best possible use that could be 
made of the splendid gift. Shortly after the old 
building was occupied, however, it was converted 
into a general hospital at the solicitation of sev- 
eral of the physicians who felt that there was a 
real need for this broader service. 

The hospital was given the name of the Booth 
Memorial Hospital. Their first chief of staff was 
the late Dr. John Risk Meek. Early after as- 
suming his duties he felt the need of a larger and 
more complete institution, and immediately began 
to labor unremittingly to achieve this goal. The 
fruits of his labors were realized a few months 
after his untimely death. Ground was broken 
for the new William Booth Memorial Hospital in 
the early summer of 1925 and it was completed 
in July, 1926. 

The first student body consisted of sixteen 
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nurses and since then the hospital has seen its 
quota of nurses graduated from its training 
school, which holds an enviable record in the state 
of Kentucky. 

In 1920 John A. Simpson, a retired merchant 
of Cincinnati residing in Covington, acquired for 
the hospital a large residence on Garrard Street as 
a nurses’ home, which he gave in memory of his 
mother. 

The new building has been placed on the site 
of the old hospital in a quiet residential section 
at the extreme northeast corner of the city. On 
the east is the Licking River and on the north 
the Ohio River, which afford beautiful outlooks 
from the hospital. Because of the city’s develop- 
ment being along the Ohio River, the hospital is 
easily accessible from any point in Covington and 
across the Ohio River. The site has streets on 
four sides which insures adequate light and air. 

The building faces slightly west of north and 
is rectangular in plan, being 183 feet long and 
41 feet deep, with the central portion extending 
out front and rear to give additional depths for 
the various administrative, service and operating 
departments in the building. 

The building consists of a basement floor, 
ground floor, first, second, third and fourth floors. 
The fourth floor is about half the area of each 
floor below, thus developing two open roof spaces 
east and west, which are used for open air recrea- 
tional spaces for patients or for the sunning and 
airing of linens, blankets and also mattresses. 
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Booth Memorial Hospital, Covington, Ky. 
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The entire building is fireproof, being of rein- 
forced concrete skeleton construction with brick 
walls and hollow tile partitions. The exterior is 
a simple Georgian or southern colonial style with 
red brick walls and Bedford limestone trimmings. 
The large stone portico imparts a hospitable and 
domestic character to the building which does 
away with any institutional feeling and puts the 
building in harmony with its surroundings. 

The sub-basement floor is entirely below grade 
except at the east end where the boiler room and 
coal bunker are located. The boiler room houses 
the heating plant, water heaters, pumps and other 
mechanical equipment. 

The mechanical refrigerating machine and the 
large vent fan serving the kitchen are just west 
of the boiler room. 

Adjacent to the service elevator is the mortuary 
and autopsy room. This room is provided with 
a two compartment body refrigerator, autopsy 
table, gas hot plate, surgeons’ lavatory and instru- 
ment case. 


Two Rooms for Sterilization 


The remainder of the sub-basement space is 
divided into storerooms and shops of varying 
sizes designed to care for the storing and repair 
of hospital furniture and equipment. Two of 
these rooms are arranged to care for the general 
sterilization of large hospital furnishings and sup- 
plies, such as mattresses. To this end a large 
disinfector has been provided opening onto the 
room for infected material and discharging at the 
other end into the room for sterilized material. 

The basement or ground floor houses the main 
kitchen, diet kitchen, food storage rooms, help’s 
dining room, cafeteria, help’s and nurses’ locker 
rooms, laundry, linen and sewing rooms, interns’ 
bed rooms, out-patient clinic and pharmacy. This 
floor is entirely above grade at the east end and 
two-thirds above grade at the west end. Supplies 
and ambulance cases enter the building on this 
floor from the street in the rear. 

The entire east half of this floor is devoted to 
the storage, preparation and serving of food. 
From the street in the rear, supplies are delivered, 
weighed, checked by the stock room attendant and 
stored in the general supply room. Meats and 
perishable foods are sent immediately to cold 
storage in the main kitchen; canned goods and 
bulk foods are stored on steel shelving and in 
steel bins where they can be issued to the main 
kitchen or diet kitchen on requisition. 

The main kitchen is in the east end of this 
floor. Along the south side are the butcher shop 
and vegetable preparation room where meats, 
fish, poultry and vegetables are prepared. These 
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rooms are fully equipped with sinks and work 
counters and have access to the large walk-in re- 
frigerators. 

Opposite these rooms, along the north side are 
the ranges, kettles and steamer, where the food 
is actually prepared for the patients and hospital 
personnel. All equipment in this space is set up 
on sanitary tile bases. Ranges and kettles are 
grouped around the vent stack and fumes and 
vapors are collected in a large hood over this 
equipment and are vented downward through the 
fan and discharged upward through a large duct 
to a point above the pent house roof. In this way 
all unsightly ducts are eliminated from the 
kitchen ceiling and a feeling of freedom and open- 
ness is thus created. All floors in the kitchen de- 
partment are a rich red quarry tile and walls have 
white glazed tile wainscots. Refrigerators and 
cases are set up on sanitary bases and are furred 
in so as to present a perfectly smooth, neat and 
sanitary appearance. All piping is concealed in 
pipe shafts to which access is afforded by means of 
small flush metal doors for inspection and repair. 

The kitchen is completely equipped to function 
smoothly and the centralized system of food serv- 
ice from tray cars has been adopted. 

Starting from its storage space at the east end 
of the long service counter a tray car progresses 
westward in a straight line picking up its sup- 
plies and food in the following order: napkins, 
silver, salts and peppers, butter, salads or other 
cold foods, ice, hot foods and coffee. When the 
coffee is picked up, the tray car goes immediately 
to the elevator and up to its assigned floor where 
trays are delivered. 

Returning, a tray car comes down the service 
elevator and proceeds eastward to the dishwash- 
ing space at the southeast corner of the kitchen 
department where dishes are unloaded and the 
tray car goes back to storage. 


Cafeteria Counter in Kitchen 


Across the west end of the kitchen is provided 
a cafeteria service counter from which are served 
the nurses and other hospital personnel except the 
kitchen help, who eat in their own dining room 
at the northeast corner of the kitchen department. 

On the south side of the building in the middle 
of the central block is a large diet kitchen for 
the preparation of special diets and for instruction 
of nurses in the subject of dietetics. Special 
meals from this department are sent to their 
proper floors by means of automatic push button 
control dumb-waiters. These dumb-waiters con- 


nect up with the various service pantries on the 
upper floors which we shall subsequently discuss 
in more detail. 
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The diet kitchen is self-contained and fully 
equipped to function separately from the main 
kitchen if so desired; it also has direct contact 
with the general store and supply room. 

On account of the large amount of charity work 
done by the hospital, it was deemed advisable to 
establish a clinic (albeit a small one) in the hos- 
pital, for the treatment of out-patients. This de- 
partment has been located in the middle of the 
north front and is entirely self-contained and 
separate from the remainder of the hospital. The 
entrance to this department is between the main 
entrance stairs on the north front. 

It consists of a large waiting lobby, with toilet 














facilities in connection therewith, and two exami- 
nation and treatment rooms opening off the lobby. 
These rooms have tile floors and wainscots and 
each room is equipped with an examination table, 
slop sink, sterilizers for utensils and instruments, 
eases for instruments and supplies, a table for 
dressing trays and solutions and a metal stool or 
chair for the doctor in charge. 

Immediately west of the clinic on the north side 
of the building and on a line with the ambulance 
entry there has been provided an emergency room 
designed to take care of accident, poison or other 
emergency cases that may arrive at the hospital. 
This room is arranged and equipped to allow such 
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a case to be cleaned up, redressed or given such 
emergency treatment as may be necessary before 
the patient goes to his room or to the operating 
room. Conveniently located to both the ambu- 
lance entry and the emergency room is a large 
elevator to convey the patient to the proper floor. 

On the south side of: the floor corridor and con- 
venient to the clinic is the pharmacy. This de- 
partment prepares and dispenses all medicines, 
drugs and prescriptions used throughout the en- 
tire hospital. The pharmacy is fully equipped 
with prescription cases, sinks, gas stove, work 
tables and refrigerator. All equipment is set up 
on sanitary bases and furred in to make a smooth 
sanitary and neat appearing installation. 

The west end of the floor contains the laundry. 
This is a large well lighted and airy room and is 
completely equipped to take care of any demands 
made on it. The equipment consists of two large 
washers, one extractor, one drying tumbler, one 
return roll ironer, one set of prim presses, two 
ironing boards, and large sorting tables. All 
laundry equipment is electrically operated and 
provided with high pressure steam; the drying 
tumbler is provided with a lint collecting system 
and the entire installation represents the best and 
most modern practice. 

In connection with the laundry is the main linen 
room where linen is repaired and mended before 
being re-issued. Here also is kept the reserve or 
surplus linen supply for the hospital. 

The remainder of the floor is devoted to locker 
and toilet rooms for the nurses and help and a 
living suite for the interns. 


Basement Is Service Floor 


The basement floor being a service floor a great 
deal of careful study has been given to placing 
the various departments in their proper relation 
one to the other so as to avoid all crossing of 
traffic between departments or back-tracking of 
the various service functions within each depart- 
ment. 

The first floor is divided into three main units. 
The central block is devoted to hospital adminis- 
tration and the east and west ends contain the 
wards and their service dependencies. 

The administrative unit is very simply ar- 
ranged and needs no explanation. 

The ward units are assigned for white and col- 
ored patients and each unit consists of a nurses’ 
control station and chart desk; bath and toilet 
facilities for males and females; a central utility 
room; a solarium; and two six-bed wards, one for 
males and the other for females. Each ward unit 
is cut off from the central administration portion 
by glass doors and is self-contained and provided 
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with its own linen closets, dressing cases and sup- 
ply closets. 

The second floor is entirely a semi-private and 
private room floor excepting an eight-bed chil- 
dren’s ward which is cut eff from the main floor 
and independently serviced. 

On this floor the central portion is devoted to 
the floor administration and necessary service 
rooms required to serve the various patients’ 
rooms efficiently. 

The arrangement of the various services de- 
serves some further discussion. 


Nurse’s Station Opposite Elevators 


The elevators land in the middle of the building 
and opposite them has been placed the floor 
nurse’s control] station. From this point the floor 
nurse has complete control of the main corridor 
and the short branch corridors leading to the serv- 
ice pantry and solarium; also of the main utility 
room which is immediately back of the nurse’s 
station. This station is fitted up with a counter 
below which, and accessible from the back, are 
placed a series of racks containing the patients’ 
charts. On either side of the nurses’ station, and 
under her personal control, are two small closets, 
one fitted up for the storage of small supplies, the 
other for the storage of narcotics and such other 
drugs or supplies as need to be kept under lock 
and key. In this closet there is also a small medi- 
cine sink of vitreous china. 

The utility room is central to the floor and is 
equipped with a disposal sink, two utensil steril- 
izers (one for bedpans only), instrument steril- 
izer, pack sink with steam coil, work table, marble 
shelves for flowers, drying closet, blanket warmer, 
ventilated specimen closet, solution closet, and 
bedpan racks and warmers. The floor is of tile 
and the walls have glazed tile wainscots five feet 
high. 

The service pantry is on the south side behind 
the elevators and directly serviced by the dumb- 
waiters. This room is equipped with an electric 
stove; refrigerators; sink; work tables and stor- 
age cabinet for chinaware, silver and glasses. The 
floor is of red quarry tile with white glazed tile 
wainscots five feet high. 

There is also provided a small tiled room for 
the preparation of surgical dressings and the 
making up of dressing trays. This room will also 
be used as a treatment room and is equipped with 
sterilizing apparatus for this work. 

Each private room is attractively furnished and 
equipped with bed, bedside table, serving table for 
meals, dresser, easy chair, and two straight chairs. 
Small rugs are placed on the floor and the win- 
dows have draperies and shades. The whole color 
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scheme radiates cheerfulness and a homelike at- 
mosphere. At the head of each bed there is a 
wall plate containing outlets for nurse’s call, ex- 
amining lamp, reading lamp, warming pad and a 
radio head set. 

Every ward bed and patient’s room in the build- 
ing has this service. 

The general illumination of each ward and pri- 
yate room is provided by a ceiling light in an 
enclosing bowl of glass. These lights are so 
arranged that they can either be turned on full 
or a very low wattage globe can be turned on 
that will give the effect of moonlight in the room, 
thereby enabling a nurse to move about in safety 
without disturbing the patient. 

There is a lavatory in each ward and patient’s 
room, and each pair of end rooms is provided 
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workroom and large sterilizing room; the x-ray 
department and the general laboratory. There 
are also provided sleeping quarters for the sur- 
gical and maternity supervisors who are on call. 

Each major operating room has a large window 
on its north side behind which is set a glass screen 
to prevent drafts reaching the patient during the 
operation; the floors and walls are tiled in a steel 
gray tile, giving a soft yet cheerful appearance 
to the room and eliminating any glare that might 
cause eye strain to the surgeon while working. 
These rooms are provided with surgeons’ lava- 
tories and numerous electric service outlets, and 
are well ventilated by a remote controlled fan sys- 
tem. The operating lights, selected after careful 
study, are of a special type and give a uniform 
distribution of light at a low maintenance cost. 
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with a bathroom common to both, and a toilet pri- 
vate to each room. 

A large airy solarium cheerfully furnished in 
wicker is provided for the use of convalescing 
cases. 

This floor is an exact duplicate of the floor 
below except that the delivery room and nursery 
are on this floor in that portion of the building 
which is occupied on the second floor by the 
children’s ward. 

The delivery room and nursery are self-serviced 
and complete in themselves and are cut off from 
the remainder of the floor by double doors. The 
walls and ceilings of these rooms are soundproofed 
so as to minimize or eliminate all disturbing 
noises. 

The fourth floor is the operating floor. This 
floor contains four operating rooms (two for 
major operations) with their necessary scrub-up 
and sterilizing dependencies; dressing rooms for 
doctors and nurses; anesthesia room; nurses’ 











Between the major operating rooms are pro- 
vided a sterilizing unit; a surgeons’ scrub-up 
room and the closets for hot blankets. 

The minor operating rooms are identical in all 
respects with the major rooms, except that they 
are somewhat smaller and have no inside glass 
screens. One of these rooms is designed to take 
care of fracture and orthopedic work and is 
equipped with a special plaster sink for the prep- 
aration of plaster casts and dressings. It is also 
provided with two heavy iron hooks in the ceiling 
for the suspension of a patient in a cradle should 
it be necessary to apply a cast or splint to him in 
this position. 

The x-ray department is sufficiently large to 
handle all sorts of fluoroscopic and radiographic 
work but is not designed to do deep therapy work. 

This entire department is protected by a lead 
lining which is installed under the tile floors and 
behind the plaster and tile walls so as to eliminate 
the usual unsightliness of the exposed lead. 
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The laboratory is provided with good work 
counters along the windows; cases; sinks; work 
tables, and a hood. This department will take 
care of all chemical, pathological, serological and 
bacteriological laboratory work and will also do 
microscopic work. 

The nurses’ workroom, as the name implies, is 
designed to enable the nurses. properly to prepare 
dressings, gowns and equipment for an operation 
and to clean up instruments and utensils after the 
operation. This room is provided with cases, 
work tables, sinks, gas hot plate and dressing 
sterilizers. These sterilizers are cut off from the 
nurses’ workroom proper so as to eliminate the 
discomfort due to the heat emanating from them 
when in use. 


Keynote Is Simplicity 


In planning the entire building, the keynote 
has been simplicity, efficiency and economy. The 
term economy is here used in its best sense, 
namely “spending wisely” and does not imply in 
any way meanness or cheapness. 

The sizes and relations of the various units 
were very carefully determined; equipment was 
selected and placed in its proper position and 
nothing was left undone that could aid in develop- 
ing a compact plan without waste space of any 
sort, yet one that permitted of easy and efficient 
administration and provided the patients with 
every necessity and convenience that might pro- 
mote their cure. 

Especial attention has been given to details that 
promote reduction of upkeep and maintenance 
costs. 

All doors, frames, window sash and wood finish 
of every description are smooth without moulds 
or panels. Door frames are flush pattern steel 
frames. Tile and marble work is flush with the 
plaster surface, and has all corners and angles 
rounded and coved. All cases, cabinets refriger- 
ators and lockers are built into recesses so that 
there are no open spaces over, behind or around 
them and all such equipment, also all kitchen 
equipment, counters and refrigerators, are set 
upon sanitary cement bases so as to eliminate 
open spaces under them. 

The plumbing fixtures are of high quality and 
are especially adapted to meet the various service 
needs of hospital routine and to withstand hard 
service conditions. All piping throughout is of 
heavy wrought iron excepting the hot water lines 
which are of heavy brass. All exposed fittings are 

of white metal. 
' The radiators throughout are wall hung; sup- 
plies and returns are brought to them concealed, 
and the radiation is designed and installed in 
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such a manner as to be readily and easily cleaned, 

The elevators, electrical work, nurses’ call sys- 
tem, doctors’ call system, telephone and radio sys- 
tems represent the latest and most approved types 
for hospital work and are designed and installed 
for convenient operation with a minimum of 
maintenance. 

The building contains a total of eighty-four 
beds for patients divided as follows: adult ward 
beds, 24; children’s ward beds, 8; private and 
semi-private room beds, 52. 

The total cost of the building was $400,000 
which includes, in addition to all structural 
branches, plumbing, heating and ventilating; elec- 
trical work; radio system; elevators and dumb- 
waiters; kitchen equipment; laundry equipment; 
sterilizers; laboratory equipment; pharmacy 
equipment; lockers; built-in shelving cases and 
cabinets of every description; linoleum; screens 
and weather strips; acoustical treatment; acces- 
sories, such as mirrors and towel bars; electric 
fixtures; and in short, everything except movable 
hospital furniture, window shades, draperies and 
hospital supplies. 

The building contains 580,000 cubic fest and 
cost sixty-nine cents per cubic foot. 

The enthusiasm and spirit of cooperation of 
Major Emma D. Webb of the Salvation Army, evi- 
denced at all times during the planning and con- 
struction of the building, was of great assistance 
to the architects in working out this problem in a 
satisfactory manner. 





COLLECTING ACCOUNTS IN MICHIGAN 


The decision in a court case recently obtained in Detroit 
has brought to light a new law which has a direct bearing 
on the collecting of unpaid hospital accounts where the 
debtor misrepresents his financial condition. 

The Act, 146, Section 10, 1925, entitled “Relief and 
Support of Poor Persons,’ provides that the superin- 
tendent of the poor may seize the property of the father 
for the support of his wife and children, the property of 
both parents for the support of any of their children or 
the property of the sons or daughters to support their 
parents when they are likely to become public charges. 

It also provides that the superintendent of the poor 
may make an inventory of any property belonging to any 
person as above mentioned, giving a copy to the re- 
spondent and notifying him officially of a hearing in 
the Probate Court. At that time the respondent may 
furnish a bond of sufficient surety required by the su- 
perintendent of the poor that the child or parents will 
not become public charges. 

The bond provides for the payment of their keep, 
or if they fail to furnish such bond then the court can 
order such seizure, legal and binding. The property can 
then be sold and the money turned over to the superin- 
tendent of the poor, who is made custodian of such 
funds out of which he will pay the necessary expenses 
to provide for the maintenance and education of such 
a verson. 
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WHAT THE HOSPITAL SHOULD MEAN 
TO THE COMMUNITY 


By Bert W. Caldwell, M.D., Superintendent, Gordon Keller Memorial Hospital, 
Tampa, Fla. 


five having a hospital experience each year; 

with the hospitals treating over eight millions 
of the one hundred and twenty millions of our 
country’s population; with disbursements exceed- 
ing five hundred million dollars annually, and with 
material investments representing billions of dol- 
lars, the hospitals assume a community problem 
and engage a community interest on a par with 
every other public welfare activity. 

The history of hospitals reaches far back into 
the early centuries before Christ. The Greeks 
and Romans, the Egyptians and Assyrians all 
had temples in which medicine was taught, and 
the ill and injured, the lame and the halt assem- 
bled to receive treatment. With the advent of 
the Christian era, these organizations for the care 
of the sick took definite form and the work was 
more or less systematized. 

During the golden age of Arabian civilization, 
institutions were established in every civic center ; 
some were supported by the state, although a 
great many were supported by private contribu- 
tions. In the three largest centers, Bagdad, Cairo 
and Damascus, large and well managed institu- 
tions were maintained, where the sick were cared 
for and medical schools were established and 
physicians and sanitarians were educated. 


|" this hospital age, with one family in every 


Hospitals Flourished in Ninth Century 


The ninth century was characterized by the 
establishment of large hospitals in all of the Eu- 
ropean centers, and hospital architecture reached 
a high degree of perfection. Hospitals were well 
along the road of satisfactory progress when the 
dark ages came and from then on until the eight- 
teenth century hospitals fell into disrepute. 

The first hospital on the North American con- 
tinent was established by Cortez in the City of 
Mexico in 1524, and is still in operation. A cen- 
tury later, a Hotel Dieu was established in Quebec, 
Que., in 1639, and still later another in Montreal, 
Que. The first hospital established in the United 
States was on Manhattan Island, in 1663. 

The oldest of the great English hospitals is St. 
Bartholomew’s, founded by a court jester in the 
twelfth century, and which has recently cele- 
brated the eight hundredth anniversary. 

And so throughout the centuries churches, 
schools and hospitals have formed the trinity 


which has contributed most to civilization’s prog- 
ress. The community always takes a vital interest 
in its churches and its schools but too frequently 
it neglects its hospitals. When disease invades 
or injury necessitates, people begin to appreciate 
the worth of good hospitals. The public comes to 
our care as patients, depends upon the skill of our 
physicians and surgeons, is restored to its homes 
well and happy, and promptly forgets us. It pays 
for the professional care and attention which is 
purchasable, yet too infrequently remembers the 
courtesy and friendly sympathy that has con- 
tributed so much to the patient’s comfort and 
early restoration to health. 


Educational Assets Little Appreciated 


The public little knows nor seldom appreciates 
the magnificent contribution which the hospital 
constantly makes to the cause of education, to 
the great advancement of the medical profession 
in medical research, and more valuable than all, 
to the conservation of the health of the commu- 
nity and to the prevention of the ills that afflict 
humanity. 

Hospitals are human laboratories and many, 
if not all, of the great lessons of medicine and 
surgery have been learned in them. The world 
would know nothing of the control of typhoid 
fever and diphtheria, the prevention of scarlet 
fever, the eradication of yellow fever, or any of 
the other achievements of modern medicine, if a 
profound study of these problems under compe- 
tent supervision had not been afforded by our hos- 
pitals. 

Hospitals are like all important enterprises in 
that a majority of them perform a large and use- 
ful function; a small minority do their work in- 
differently well and a comparative few fail com- 
pletely. They realize the necessity of studying 
mistakes and failures as well as success. They 
take cognizance of the unpleasant as well as pleas- 
ant facts. Complacency never dims the hospitals’ 
vision of things that should be and are not, nor 
their ideals for future achievement. 

A hospital, if it is a good hospital, is operated 
with four distinct objectives in view: To provide 
adequate professional care for the ill or injured; 
to educate physicians, interns, nurses, dietitians, 
and others for the preservation of the health of 
the community; to encourage and to provide 
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proper means for medical, surgical and laboratory 
research ; to contribute to the prevention and con- 
trol of disease. 

These functions the hospital must successfully 
perform if it is to be of value to the community 
and to merit the support, moral and material, of 
the public it serves. 

The hospital world is gradually but conclusively 
determining its own standard of what hospitals 
shall be. Intelligent effort and sound advice are 
being applied in all successful institutions. Ex- 
perience is replacing ignorance and indifference. 
Orderly procedure has been substituted for chaos 
and a certain reasonable standard has been estab- 
lished for hospital building, equipment and per- 
sonnel. This standard is within wide limits adap- 
table to the needs of every hospital community. 
However, the same standard cannot be utilized in 
every place, nor can every hospital be operated in 
exactly the same manner as its neighbor. Local 
environment and local conditions influence all 
hospitals, but while these factors determine hos- 
pital policies, they should not vary the standard 
of hospital service. Certain definite proved stand- 
ards are applicable to every hospital. 

The motive power of the hospital is its gov- 
erning board. The hospital board that is com- 
posed of members indifferent to its welfare, un- 
learned in and not familiar with the purposes and 
aims of a modern hospital, and who fail to give 
their hospital the same careful attention they 
would give to private enterprise, fail in their duty 
to the hospital and pass this failure on to the in- 
stitution they have been selected to govern. 


Two-fold Functions of Board 


The functions of the governing board are two- 
fold: To raise the funds for the operation of the 
hospital and to see that these funds are wisely and 
economically expended; to direct the destinies of 
the hospital, appoint its professional and admin- 
istrative staff and to see to it that the hospital 
merits and maintains the public faith in the insti- 
tution. The board selects the hospital staff. The 
public depends upon the board to make its staff 
appointments upon the basis of professional merit 
only, to the end that the public may receive the 
best possible professional care. As the board is 
faithful to its trust, as it is careful of the conduct 
of its institution, its hospital succeeds. 

The soul of the hospital is its staff. The current 
of useful endeavor moves with the skill and sym- 
pathy of those who attend its patients. As the 
staff is good, so is the hospital. The hospital is 
the professional home of the staff, the temple in 
which the staff member makes his greatest sacri- 
fices upon the altar of professional achievement. 
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In it he does his best work and receives his most 
valued rewards. He is jealous of its good repute, 
vitally concerned in its progress. Not only his 
professional skill but his personal interest and 
efforts are cheerfully bestowed upon patient and 
institution alike that his hospital may succeed. 
While it may never be possible to take away 
from the hospital the so-called hospital atmos- 
phere, it is not difficult to add to the hospital 
wards a pleasant environment and to show a cour- 
teous interest in the patient’s welfare by sur- 
rounding him with those comforts that are dear 
and so much appreciated by the sick. The con- 
tentment that comes with pleasant hospital sur- 
roundings, clean linens, cheerful wards and whole- 
some food is essential to an early recovery. 


Extravagance and Hospital Failures 


Extravagance contributes to more hospital fail- 
ures than any other single cause. Few hospitals 
can exist upon the income derived from patients; 
no hospital can exist if it does its equable share 
of charity. The hospital, constantly in debt, fre- 
quently appealing to the public for financial as- 
sistance, tries the patience of the community. Ex- 
travagance in hospital administration is inexcus- 
able. The income of the hospital must be made 
to square with its disbursements. 

If the hospital is to succeed in discharging its 
full obligation to the community, it must con- 
tribute largely to the educational program for 
the cure, control and prevention of disease. Fif- 
teen thousand nurses graduate from our training 
schools each year. They must be properly trained 
for the care of the sick and for the proper per- 
formance of their duties in welfare work. Eighty- 
five per cent of the graduates of our medical col- 
leges now insist upon completing their medical 
education in our hospital wards. Dietitians must 
be trained and the future administrators of our 
hospitals must receive their practical instruction 
in hospital management in our institutions. No 
school or college presents so varied and important 
a mission in the general scheme of education as 
this field requires and only in our hospitals can 
such training be provided. If the hospital is not 
to fail, it must provide adequate facilities and an 
abundant opportunity to carry on its share of the 
educational program. 

Our communities must have faith in their hos- 
pitals. They must have every confidence in the 
hospital boards of trustees, and in the administra- 
tors of their institutions. They should feel that 
their hospitals are being efficiently administered 
and in accordance with sound business methods. 
The community should give small credit to those 
occasional critics who charge wholesale misman- 
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agement of our hospitals and a reckless misuse of 
hospital incomes. Such criticism is as unfounded 
as it is unjust. 

Recently a hospital administrator gave an inter- 
view to the press, categorically stating that our 
hospitals were mismanaged and that a majority of 
hospital administrators were incompetent and in- 
efficient. If such an indictment of our hospitals 
were true the greatest of all our charities would 
be lamentable failures. The magnificent benefac- 
tions made our hospitals, aggregating over seven 
billions of dollars, and all of the years of honest 
faithful service which owr boards of trustees and 
the administrators of our hospitals have given 
this great charity, have been in vain. 

Such statements have neither substance nor 
shadow. Our hospital boards, wherever located, 
are composed of a high type of men and women 
eminent in all lines of business endeavor and 
selected because of their personal worth, integrity 
and business ability. These trustees select the 
hospital administrators with great care, and the 
world of business presents no higher or more 
efficient class of men and women than the execu- 
tives of our institutions. 

We hear a great deal about the under-privileged 
class and occasionally something about the over- 
privileged class but seldom, if ever, is anything 
said about that great class that can be termed for 
want of a better expression, the “without privi- 
lege” class. This class comprises the wage earner, 
the clerk, the artisan, the widow and the orphan, 
with small income; the class that seems to have 
no other privilege except to pay the costs for 
whatever few benefits it might receive. 


Provision for Under-Privileged Class 

Through state and private benefaction, and 
through community interest, more or less ade- 
quate provision is made for the under-privileged 
class, and, of course, the over-privileged class has 
ample funds to provide whatever care and atten- 
tion it might desire. But so small is the effort 
made in behalf of this large “without privilege” 
class, that it is high time that thinking organiza- 
tions, large foundations, community agencies, and 
public welfare institutions, should take cognizance 
and give due consideration to the great financial 
burden, quite out of proportion to their income, 
that is being constantly imposed upon this “with- 
out privilege” class for medical and hospital care. 

The costs of hospitalization are constantly 
mounting. They have long since reached the 
point where the wage earner or man of small in- 
come brings his sick to the hospital without facing 
financial distress. The per capita costs have 


grown until our middle ciass cannot meet the hos- 
pital charges without impoverishment. These 
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people of moderate means cannot be pauperized 
and should not be compelled to accept charity. 
The constant challenge to the hospital world is to 
provide adequate hospital facilities without work- 
ing undue hardships upon the already burdened 
wage earner. 

The hospital conserves the health of the com- 
munity and protects it from communicable dis- 
ease. It controls the incidence of mass disease by 
affording facilities for early hospitalization before 
additional foci of infection have been established. 
Our hospitals have made quarantine procedures 
unnecessary and obsolete; they humanely admit 
contagious cases to their wards, properly isolate 
them, give them intelligent care, protect the com- 
munity from further invasion, and restore the 
patients to their homes and labors at the earliest 
moment and with a minimum of inconvenience. 


Keeping Pace With Achievement 


A hospital cannot halt its progress toward bet- 
ter service. It must keep pace with medical 
achievement. The clinical material it affords must 
not be wasted to medical research. Its wards and 
laboratories and operating rooms must be open 
to medical and surgical teaching. Whatever good 
comes to the patient and institution must come 
through cooperation of professional staff and lab- 
oratory worker. No hospital is so small but that 
within its wards some valuable contribution to 
medical science and progress can be made. In 
all hospital experience service is synonymous 
with success. They will continue to serve human- 
ity, but on a larger scale and in a better way than 
in the past. Failures will be less frequent. Suc- 
cess will be more complete. The hospitals will 
continue to contribute to the increased span of 
human life and will make that span better and 
happier. They will always be the haven of the 
ill or injured. Hospitals do not exist because they 
are necessary institutions alone, but because of 
the character of the service they render. They 
are daily becoming more like homes where the sick 
may go and be helped to live. 

The larger demands which the public imposes 
on our hospitals create the larger opportunities 
for hospital service, and the public should not be 
unappreciative of this fact. As the hospital de- 
serves success, the public will bestow its material 
encouragement and its moral support. The as- 
tounding progress which the hospital world has 
witnessed in the last two decades has been made 
by organized effort and reciprocal relations be- 
tween hospitals and their communities. What 
promise the future holds, and it is large, will be 
fulfilled in the aid we give each other, through 
close organization, never through dissociation. 
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WE SHOULD NOT HERD OUR SICK 
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By William Everett Musgrave, M.D., 


S-n Francisec, Calif. 


HIRTY years of intimate association as 
"| ptysician, executive, consultant, visitor and 

patient, with hospitals, military and civil, 
government, public and private—of from five beds 
to 5,000 beds—cholera hospitals, plague hospitals, 
leprosy hospitals, and every other kind, in many 
countries, long ago convinced me that the hos- 
pital ward ought to be abolished. 

Patients have said often that if doctors and 
hospital directors were to spend twenty-four 
hours once a month in any ward in any hospital 
these relics of medievalism would be rapidly abol- 
ished. I have tried this experiment many times 
and concur in the conclusion. 

Ward patients are disturbed by the snoring, 
grunting, groaning and coughing of their fellow 
victims; by mutterings of the delirious, the mov- 
ing of portable screens, the rattle of dishes and 
utensils and scores of other unavoidable noises. 
The sense of smell is disturbed by a variety of 
odors that remind one of the proverbial oriental 
city—or a broken sewer. Visions by day and 
particularly by night through the half shadows 
of shaded lights carry distasteful and even menac- 
ing messages to the addled brain of the sick per- 
son surrounded by a “sea of suffering.” “Zero 
hours” come too frequently. The last arrival of 
the noiseless wheeled stretcher and its departure 
with its burden; the departure of the operating 
room carriage and its return with a semi-con- 
scious occupant, bringing a trail of anesthetic 





Arrangement in former 22-bed ward at University of California Hos- 
pital, San Francisco. 


odors that saturatcs the whole ward; the visits 
of the various doctors accompanied by assistants 
and nurses and their conversations with their 
patients—all are a source of disturbance and of 
mental suffering to the ward patient. 

The confidential relations that should exist be- 
tween doctor and patient are not and cannot be 
maintained in an open ward. The public char- 
acter of history taking and examination is par- 
ticularly trying to the patient and far from helpful 
to other decent patients who cannot avoid “listen- 
ing in” and who often thereby get distorted ideas 
about fellow patients, particularly if the patient 
being examined is foolish enough to be frank in 
giving information semi-publicly that the doctor 
ought to have but should hear in confidence. 

In addition to the adverse nervous, mental and 
social influences unavoidably inherent in ward 
service, there is the real danger of transmitting 
infection. I realize, of course, that it is possible 
by the constant application of a high quality of 
technical skill to hold most—but not all—infec- 
tions in bounds in an open hospital ward, hotel, 
school, or elsewhere, but it is not practicable, as 
doctors, nurses and hospital executives well know. 
To make patients in hospital wards safe against 
cross-infection would be unreasonably expensive 
and therefore constitutes a serious challenge to 
the herding of the sick. 

The custom of herding from five to fifty people 
into one room is a survival of a medieval custom 








Same ward after it had been converted into eighteen private, glass 
cubicles. 
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long since largely done away with for well people. 
There are two important explanations for the pro- 
longed continuance of the hospital ward after such 
insanitary, uncomfortable, depressing and often 
dangerous housing methods were largely abol- 
ished, often by law, in hotels and other public 
places occupied by the healthy. One of the reasons 
is the idea, still not entirely dead, that herding 
the sick in dormitories was good enough for the 
poor and that such practice helped to maintain the 
social caste line which we theoretically condemn 
yet too often practice. The other important rea- 
son is the fallacious idea that the poor can be 
served more cheaply in wards. Modern accounting 
systems have long since exploded this fallacy. A 
hundred years ago we practiced even more dis- 
gusting cruelties upon our sick. We not only 
herded them in large wards but put from two to 
six in each bed. In some of the old hospitals a 
bed was rented to a family so that the sick—often 
of different diseases—and the well all slept hud- 
dled together. 


Privacy Essential for the Sick 


It is interesting to note that many modern hos- 
pitals and others under construction, although 
they serve the semi-solvent and poor, make no pro- 
vision for housing more than two persons in any 
room or enclosure. That private space for each 
sick person is as essential for their welfare as is 
good medical and nursing service will be endorsed 
by the vast majority of physicians and patients. 
In addition to private space for each patient, non- 
discriminating service is coming to be the motto 
of more and more worth while hospitals. The poor 
and the well-to-do may occupy adjoining hospital! 
rooms, as they do in hotels and elsewhere. 


Legislation Needed 


The time is coming, and it ought to come soon, 
when the law will not permit the housing of more 
than two sick people in any one room. Such laws 
have been long in force in many places for hotels 
and other buildings where the well are housed. 
That some ill persons spend much time in hospital! 
wards without developing a traumatic neurosis 
speaks well for the nervous and mental stability 
of the poor who are often forced by circumstances 
to occupy such space. 

Hospital service at its best, like medical and 
nursing service, is intimate, personal, confidential, 
sympathetic and efficient. It cannot be any of 
these in a hospital ward. It is encouraging to see 
that some of the finest new hospitals, including 
those to be used exclusively for the insolvent, will 
have several hundred private rooms and cubicles 
and no wards. 
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PREVENTIVE WORK AT THE NATIONAL 
SOLDIERS’ HOME 


Over 4,000 disabled and temporarily ill veterans of 
former wars and thcse honorably discharged from the 
Army, Navy or Marine Corps are being cared for at the 
Pacific Branch of the National Soldiers Home Hospital, 
Los Angeles, Calif. The branch is located on an 860 
acre tract on the foothills of West Los Angeles. These 
men comprise the personnel of the convalescent barracks 
or companies where lodging, meals, clothing, medical serv- 
ice and various forms of entertainment constitute a part 
of their occupation. 

Of the twelve companies three have daily visits by 
nurses and doctors so that gradual transition from hos- 
pital to activity is made possible. In addition a dis- 
pensary or “sick call” is maintained every morning and 
a physician and an ambulance are subject to call any- 
where in the camp, day or night. 

The hospital has a capacity of over 800 beds including 
a new tuberculosis annex of 300 beds, and a new 800 
bed hospital is under construction at the present time. 
It is to be a seven-story pavilion for general, medical and 
surgical cases, with a roof garden that will afford ample 
opportunity for heliotherapy, and a nine-hole golf course. 

The neuropsychiatric department is a part of the gen- 
cral hospital and nervous and mental patients are treated 
the same as all other sick people, avoiding the stigmata 
of asylum confinement. Similarly commitment is not 
necessary in order to treat the mentally ill cases. 

In connection with convalescent cases outside the hos- 
pital is an interesting feature that has come to be known 
as the quarterly inventory of health of all patients. 
Every three months those who have been in the institution 
for a period longer than that time are called before an 
examining board and are given a careful examination in 
an effort to determine what can be done to speed up 
their convalescence. Cure rather than care is the aim 
of this procedure. 


ADMINISTRATION AS AN ART AND SCIENCE 


Genuine hospital administration is a science and com- 
plicated art of which only a few can make a success under 
present conditions. These few I refer to have a natural 
adaptation to the work. Just as certain persons with a 
natural adaptation make a greater success of music so 
also we have hospital people succeeding under parallel 
conditions. These people succeed under any circumstances, 
often with little or no experience. All executives in the 
hospitals of America are not naturally adapted to this 
work, neither are all of them successful in their calling, as 
the failures in hospital administration indicate. 

The science and art of hospital administration is in 
recent years receiving greatly increased attention. Even 
today, however, one wonders a bit whether or not we are 
justified in using the terms science and art as applied to 
hospital administration. When we were in school we 
defined science as an organized body of knowledge. The 
science of hospital administration would, therefore, mean 
an organized body of knowledge pertaining to hospital 
administration. 

Art is the skillful practice of putting science into effect, 
the best effect. Therefore, can we justly claim a science 
and an art? It is not reasonable to assume that this 
status can be brought about only when this work is put 
on a professional basis through a college of hospital ad- 
ministration——Malcolm T. MacEachern, M.D. 
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THE OPERATING SUITE* 


Individual Operating Room Personnel 


The personnel of the individual operating room 
while major surgery is being performed usually 
consists of the surgeon and one or more assistants, 
an anesthetist, a graduate nurse in charge and 
sometimes one additional graduate nurse as her 
assistant, a suture nurse (sterile), a sponge nurse 
(sterile), one sponge nurse (unsterile) and from 
one to three unsterile nurses for general utility 
purposes. This number, however, may vary with 
the type of operation being performed, the facil- 
ities of the hospital and the wishes of the operator. 

In some hospitals one of the graduates serves as 
suture and instrument nurse. It appears to be 
a good plan.for the operating room supervisor to 
be free to observe the work of her subordinates 
in order to check any error in technique on their 
part. 

It is usually not thought wise to require the 
junior surgical intern to preside at the instru- 
ment table although in some surgical clinics this 
is the practice. 

The operator usually stands on the right side 
of the table, and his first assistant opposite him, 
although this is a matter governed largely by the 
wishes of the individual surgeon and the set-up 
of the operating room. The second assistant com- 
monly stands on the same side of the table as the 
operator. At times the suture or sponge nurse 
is asked to hold a retractor when no second as- 
sistant is at hand. 

In many hospitals the senior surgical intern 
routinely acts as first assistant to his chief at the 
time of the operation. It cannot be stated with 
too much emphasis, however, that that arrange- 
ment of the members of the operating team is best 
which most speedily and skillfully performs the 
surgical work necessary, irrespective of the de- 
sires of the younger physician for experience. As 
the senior intern’s period of service nears comple- 
tion he is often allowed to perform, under the 
eye of his chief, some of the simpler major pro- 
cedures. This is an excellent plan, provided the 
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interests of the patient are safeguarded by the 
constant presence of an experienced surgeon. 

In no hospital activity does the smooth coopera- 
tion of the members of any group count so vitally 
as in the operating room. It is here, if anywhere, 
that the idiosyncrasies, the tendency to irritability 
or the composure of mind of the individual will 
be most certainly disclosed. The surgeon and his 
assistant are laboring under more or less nervous 
tension, and what under ordinary circumstances 
would represent but petty annoyances, such as 
the breaking of ligatures, a delay in providing the 
proper sponge or instrument or the passing of dull 
scalpels or needles, often becomes the source of so 
much vexation that the operator displays, un- 
consciously perhaps, no little displeasure and ir- 
ritation. It is a fortunate thing, however, that 
the time is fast passing when irritable surgeons 
feel free to display their frame of mind by using 
language in the operating room, that they would 
not think of employing elsewhere, or by casting 
dull or otherwise objectionable instruments on the 
floor. 

The nursing personnel of the operating room, 
particularly those brought in intimate contact 
with the operator, must develop a deftness in 
handling ligatures and sponges and a skill in an- 
ticipating the wishes of the operator that will 
prevent any avoidable disturbance of the surg- 
eon’s tranquility of mind. The skilled operating 
room nurse must possess such complete control 
of herself that she is not upset over anything, be 
it ever so unexpected, that may happen during 
the time when the patient’s life is in danger. 

To maintain this morale the assistant, then, 
must understand the methods and moods of his 
chief, and the nurse must have studied well the 
technique and the instruments and materials re- 
quired therefor, from every angle. 


Development of Coordinate Skill 


In many operative clinics, particularly where 
the personnel of the surgical team remains the 
same from month to month, so great a coordinate 
skill has been gained by the group that a great 
number and variety of surgical procedures can be 
performed with almost machine-like precision, 
and without any appreciable loss of time, effort 
or composure on the part of the physicians and 
nurses. 

In no other department of the hospital can a 
slight carelessness or slip in technique, on the part 
of a doctor or a nurse, result so disastrously to 
the patient. To prevent such accidents the most 
careful instruction and supervision of all con- 
cerned are most essential. 

Strange as it may seem, the skilled and long- 
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experienced graduate nurse in charge of the oper- 
ating room, and not the surgeon, is ofttimes the 
police officer whose watchful eye detects errors in 
technique that otherwise might have passed un- 
noticed. The falling of a drop of perspiration 
from the face of the operator or one of his assist- 
ants on to the operative field, the alighting of a 
fly on sterile instruments or dressings, the contact 
of unsterile objects with gowns or hands, are mis- 
takes, which if not detected and corrected may 
result disastrously to the patient. Indeed, not 
uncommonly it is to this vigilant person that the 
patient may even owe his life. 

In hospitals where a relatively rapid rotation 
of the personnel of the operating room is required 
for teaching purposes greater vigilance than ever 
must be exercised. Reference is here made to 
members of the intern staff, who in the course of 
from three to four months must be taught anes- 
thesia and surgery, and to the student nurse, who 
must receive in usually a less period of time a rea- 
sonably thorough course of instruction in the 
nursing technique of the operating room. Some- 
times stability is added to the operating team by 
the presence of one or more resident physicians 
who have a somewhat prolonged assignment to 
the surgical department, which includes a like 
stay on the operating room service. From the 
nursing standpoint, this object is gained by having 
one or more graduate nurses constantly on duty 
in each operating room. 


Physical Arrangement 


The operative suite usually consists of several 
units. Dependent upon the size and activity of 
the surgical service there will be one or more 
spacious and well lighted operating rooms. Fre- 
quently, the nurses’ workroom and sterilizing 
room is between two operating rooms with a door 
leading to each. This arrangement appears ob- 
jectionable because of the noise that arises from 
the cleansing and sterilizing of instruments in 
the workroom, as well as the hissing of escaping 
steam from the sterilizers which cannot be pre- 
vented from reaching the operating room every 
time a door is opened. 

A more suitable arrangement is the location of 
the sterilizing room across the hallway or at some 
point slightly more removed from the operating 
room. Moreover, it is customary to locate ad- 
jacent to the sterilizing room a room for the 
cleansing, sorting and storing of instruments. 
This is thought to be a better plan than to ask 
nurses to work in a room overheated as a result 
of the presence of sterilizers. 

If the hospital is a teaching institution a com- 
modious amphitheater is usually found necessary, 
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although instruction to small groups now appears 
to be the educational trend. 

Scrub-up sinks may be placed within the oper- 
ating room itself, or may be placed at no great 
distance without the operating room. The num- 
ber of these sinks should be sufficient to provide 
opportunity for each team to scrub simultaneously. 

Locker rooms for doctors and nurses should be 
large, well ventilated and well lighted, and should 
contain enough compartments for each chief and 
assistant on duty to be able safely to deposit 
therein clothing, watches or other valuables dur- 
ing his absence in the operating room. 

An arrangement of dressing benches and 
shower rooms, similar to that commonly employed 
in various athletic clubs, has been found, perhaps, 
as convenient as any. 

An operating room for the surgical care of pus 
cases is also usually included in the operative 
suite. Reference has been made earlier in this 
article to the need for a room, in the surgical de- 
partment possibly but preferably in the operative 
suite, where plaster bandages may be applied 
without soiling the space usually employed for 
clean operations. 

Many hospital executives have come to believe 
that the preparation and sterilization of all gauze 
products, such as sponges, pads, bandages and 
binders, at some central point in the institution 
is a good practice. Salt solutions of various con- 
centrations and plaster bandages may also be ad- 
vantageously prepared here. Whether this depart- 
ment should be a part of the general operative 
suite is a question that must be decided by the 
individual hospital. 

It is the opinion of most hospital consultants 
that the x-ray room should be adjacent to the 
operative suite. This department need not be on 
the same floor if such an arrangement is not con- 
venient, but since surgeons often find it necessary 
to use the fluoroscope for the visible setting of 
fractures, or quickly to secure an x-ray plate be- 
fore, during, or after a surgical procedure, such 
facilities should not be far removed from the surg- 
ical clinic. 


Cleanly Location 


For the sake of completeness only, it may be 
added that the site of the operative suite should 
be chosen with a view to securing the quietest, 
lightest and most cleanly location available. Usu- 
ally the uppermost floor of the hospital most 
nearly meets these requirements. 

The equipment of the operative suite should be 
the best that money can purchase. Statements 
that are too definite cannot be made in regard 
to the type of equipment required, because the in- 
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dividual tastes of the operating surgeons more 
or less govern its selection. It may be said, how- 
ever, that operating tables must be of modern 
design, so as to be easily adjusted to all positions 
with safety to the patient. They should possess 
every accessory, such as stirrups, shoulder braces, 
face screen, elevator for operation on the kidney 
and any other practical device that has been found 
useful by surgeons. 

It is usually convenient to have a reliable clock, 
so placed that timing of the progress of the opera- 
tion by the surgeon is made easy. Efficient focus- 
ing lights and cautery apparatus should, of course, 
be available. The type of sponge rack and solu- 
tion basin will vary with the individual hospital. 
It is questionable whether the manufacture of 
nitrous oxid gas by the hospital, and its piping to 
the floor of the operating room, has as yet reached 
the stage where it can be routinely recommended. 
Not a little thought should be given to the equip- 
ment of the ether table, to which reference has 
been made earlier in this article. Whether the 
instrument and ligature table should be semi-cir- 
cular in shape or rectangular is again a matter 
of personal preference. 

In furnishing an operating room it is usually 
sound policy to request the appointment of a com- 
mittee of surgeons to cooperate with the super- 
intendent of the hospital, the directress of nurses 
and the operating room nurse, in order to secure 
articles that are acceptable and usable by all. 


Materials 


The adoption of the suction principle for the 
purpose of maintaining a clear operative field, in 
lieu of sponging with gauze, has brought some- 
what of a change in the number, size and shape of 
sponges now in use. The sizes and the construc- 
tion of gauze sponges are almost as varied as the 
number and types of hospitals using them. There 
are several general principles, however, that 
should govern the making of sponges and pads. 
No frayed edges are permissible. Sponges that 
are too thin are of but little use, and if too thick 
they are bulky and cumbersome. Most surgeons 
require that each large, or medium sized sponge 
and pad be taped. Surgeons frequently disfavor 
the use of the small, round sponge, because of 
the danger of losing it in a superficial or deep 
body cavity. It is a good principle to allow no 
gauze of any description in the room during the 
course of an operation, except that in the form 
of counted sponges, pads and “mops.” 

It is also wise to have firmly séwed to all 
sponges (except, perhaps, the small, round 
sponge) a disc of aluminum or some other metal 
impervious to the x-ray. The purpose of this 
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precaution is obvious. If there is any question 
relative to the loss of gauze sponges, this uncer- 
tainty can be easily cleared up by subjecting the 
patient to an x-ray examination. The routine use 
of such discs has prevented in not a few instances 
many hours of worry on the part of the surgeon 
and nurse, when the sponge count has appeared 
incorrect, and occasionally has been really life- 
saving to the patient. 


Sponge Counting 


There is no matter in which the nursing per- 
sonnel of the operating room is more severely 
drilled than in the method of counting sponges. 
The least uncertainty in the mind of the sponge 
nurse as to the accuracy of her count often throws 
the whole operating team into a state of confusion. 
Below is detailed a method of sponge counting 
that is in use in one hospital: 

All sponges are counted three times before be- 
ing wrapped for sterilization. This counting is 
done by two student nurses and a graduate super- 
visor, the latter verifying the count and marking 
the number of sponges on the outside of the pack- 
age cover, and placing her initials thereon. These 
packages are then sterilized, the fractional method 
frequently being employed. In preparing for an 
operation, the student responsible for the sponge 
count opens the package and counts its contained 
sponges with the graduate supervisor, who is 
scrubbed for the operation. This number is then 
immediately marked on the sponge count slip. The 
sponges are then placed on the sponge table in 
piles of five. As the surgeon discards the soiled 
sponges by throwing them into the basin for this 
purpose, the responsible nurse hangs them on the 
rack, shaking each one out carefully before hang- 
ing, to be certain that two sponges are not cling- 
ing together. 

In an abdominal operation, before the periton- 
eum is closed, the nurse responsible for the 
sponges, the unsterile nurse and the graduate 
supervisor, count the sponges together as follows: 

All sponges on the Mayo table are counted; all 
sponges on the sterile sponge table, and all 
sponges on the main instrument table, and then 
the sponges on the rack are counted. These are 
totaled, and the surgeon asks for the number of 
sponges needed to make the account balance. 
When this number is given, the surgeon produces 
the missing sponges by counting, usually aloud, 
those on the table, and those in use about the 
wound. If the count does not balance, the operz- 
tion is halted until the missing sponge is found. 

The number needed is placed in the column of 
the sponge record marked “patient.” The slip is 
approved and signed by the graduate nurse who 
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took the sponge count with the students. The 
sponge student nurse then enters the sponge count 
in a book, leaving the slip in the record book for 
the operating supervisor to verify. This book 
contains the name of the patient, the date of the 
operation and the names of the nurses who 
counted the sponges. In the last analysis, the 
supervisor of the operating room is the person 
officially responsible for the accuracy of the 
sponge record. 

The nurse who is assigned to count the sponges 
is not permitted to leave the operating room dur- 
ing the entire operation. As has been intimated 
above, small pieces of gauze or sponges of any 
kind, except those covered by the official count, 
should not be permitted in the operating room. 
Small pieces of gauze used by the anesthetist are 
never allowed to fall to the floor, but must be 
kept on the etherizing table. 

No standard laparotomy sheet has been adopted. 
The sheet which possesses the qualities of ease in 
manufacture and of greatest convenience in use 
is the one that appeals to most surgeons. 

Little need be said relative to the type and 
other characteristics of the sutures to be supplied 
to the operating room. The manufacture of cat- 
gut, silkworm gut and other suture material has 
reached such a finished state that sterility can be 
almost taken for granted, if the product is a 
standard one. Catgut and silkworm gut vary 
somewhat as to tensile strength, pliability and 
uniformity of thickness. It is from the stand- 
point of these characteristics rather than from 
the question of sterility that surgeons usually 
make their choice in buying sutures. The manu- 
facture of ether, nitrous oxid and chloroform has 
likewise been so perfected that the purity of these 
products is almost universal. 


Operaiings Roem Lconomies 


There is no greater relative opportunity any- 
where for economy than is offered in the use of 
anesthetics and ligatures. 

A skilled anesthetist can spare his patient much 
postoperative discomfort, and his hospita! con- 
siderable expense, by administering no more ether 
than is absolutely necessary. The careful su.¢con 
who remembers the cost of catgut in his own 
private practice, can, without delaying the prog- 
ress of his scientific work, make two ligatures 
from a piece of catgut which the careless operator 
would require for on?. 

Nor should it be forgotten that the suture nurse, 
in her anxiety to have the exact length and type 
of ligature immediately available for the surgeon, 
ofttimes wastes much suture material, by break- 
ing :-ore tubes of catgut than she needs. It is 
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not an unusual sight to observe the ligature nurse 
opening tube after tube of catgut when the oper- 
ation is drawing to its conclusion. Too often there 
remains at the end of the morning’s work a dozen 
lengths of unused catgut that must be discarded. 
When it is recognized that each glass tube of cat- 
gut costs from fifteen to twenty cents, the magni- 
tude of the saving that could be effected in the 
course of the year in this item alone can be easily 
understood. 


Instruments and Apparatus 


The purchase of instruments and apparatus for 
the operating rooms of the hospitals in this coun- 
try requires the expenditure of vast sums of 
money annually. Indeed, the problem of the ad- 
ministrator of the hospital appears to be to fur- 
nish adequate apparatus and instruments to the 
operative suite, without allowing himself to be 
unduly swayed by the individual tastes and prefer- 
ences of the surgeon on his staff. 

It would seem that he could protect his hospitai, 
in a measure, from excessive expenditures for 
surgical instruments by requiring the approval of 
a committee representing the surgical staff, be- 
fore the purchase of unusual apparatus or instru- 
ments is approved by himself. 

Scalpels with detachable blades appear to have 
won a lasting place for themselves in the estima- 
tion of experienced operators. The installation 
of piping, for providing suction in operating 
rooms from a central plant, has been discussed 
elsewhere. Most surgeons desire some type of 
thermocautery for occasional use in the removal 
of infected tissue and the sterilization of remain- 
ing structures, by searing with this instrument. 
The purchase of nitrous oxid gas, in containers 
of one thousand gallons or more, has proved eco- 
nomical in most institutions. 

In hospitals where all surgical specialties are 
represented on the staff, it is usually found con- 
venient to set aside a separate cabinet, if possible, 
or at least a distinct shelf in the main cabinet, 
for the adequate sicrage of instruments used by 
these various specialties. Reference is here made 
to the iridectomy knives of the ophthalmologist, 
as well as the various other delicate instruments 
employed by these surgeons; tonsillectomy, mas- 
toid and nasal instruments, used by the laryngolo- 
gist; bronchoscopic instruments, electrical appa- 
ratus for direct or reflected vision, cystoscopes, 
etc. 


Care of Instruments 


Particularly in regard to the sharp-edged in- 
struments of the ophthalmologist, is it advisable 
io permit no one but the surgeon himself to ro- 
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move them from their wrappings on their return 
from sharpening, or on their original delivery 
from the supply house. Indeed, in some hospitals 
no one but the surgeon himself and the nurse in 
charge of the operating room can open the closets 
containing these instruments, thus placing the 
responsibility for their injury upon but two per- 
sons. 


Sterilizing Sharp-Edged Instruments 


The sterilizing and cleansing of instruments 
must be efficiently and thoroughly done, but due 
regard must be shown to the question of preserv- 
ing them against damage and injury thereby. The 
technique in hospitals varies much as to the meth- 
ods adopted for sterilizing and cleansing instru- 
ments. One technique, which has been found use- 
ful, is detailed below: 

The instruments required for any given opera- 
tion are removed from the dust proof closets in 
which they have been kept, placed in trays and 
boiled for ten minutes before the time set for the 
first operation. After each operation the instru- 
ments are scrubbed with a nail brush and soap, 
under running water, and are ready for resteril- 
ization if they are to be immediately re-used. 
When extra instruments, unexpectedly required 
for use during an operation, are removed from the 
closet, they are boiled for five minutes before be- 
ing brought to the surgeon. When the last opera- 
tion is over all the instruments, except those with 
a cutting edge, are placed in a basin of water and 
are carefully scrubbed, one at a time, in soap and 
water, with an ordinary surgeon’s hand brush. 
The instruments are then placed in a basin con- 
taining a weak, hot lysol solution. They are then 
taken out of this solution and placed on a table, 
covered with a soft sheet. The heat of the solu- 
tion used is usually sufficient to dry them but it 
is customary to employ, in addition, soft towels 
for this purpose. It is usual for two nurses to 
clean instruments together, but when this is not 
possible one nurse should clean about one dozen 
articles and then dry them before continuing with 
the others. If it is impossible to scrub soiled in- 
struments immediately after using, they should 
be placed in a basin containing a 2 per cent lysol 
solution, until this can be done. It is thought wise 
by careful operating room nurses not to pile too 
many instruments in washing sinks or on tables, 
because of the likelihood of bending or breaking 
spring instruments, such as hemostats or needle- 
holders. 

The sterilizing and cleansing of sharp-edged 
instruments, including scalpels, needles of all 
kinds, saws and drills, is a problem that requires 
careful attention. These instruments are usually 
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sterilized in any one of the following ways: 

1. By boiling for fifteen minutes; 

2. By immersion in lysol (pure solution), for 
one half-hour; 

3. By immersion in carbolic acid (95 per 
cent) from three to five minutes, and then in a 75 
per cent alcohol solution. 

4. By oil sterilization. 

5. By immersion in a sterilizing solution for 
five minutes, which consists of two drams of lysol, 
one ounce of ether and four ounces of alcohol. 
(This solution has many modifications, but the 
proportions employed in various hospitals are sim- 
ilar to the ones set forth above.) 

The subjecting of cutting instruments to heat 
is usually thought inadvisable because of the risk 
of removing the temper from the steel. Sharp 
instruments may stand one or more boilings, but 
since there are better methods of sterilization 
careful hospital administrators usually reject this 
method as impracticable. The immersion of cut- 
ting instruments in lysol (pure solution), or in 
carbolic acid (95 per cent), followed by alcohol 
(75 per cent), is rather widely employed. It has 
been shown, however, that the use of these chem- 
icals has a more or less deleterious effect on the 
cutting edge of the instruments so sterilized. 

Oil sterilization of sharp-edged instruments has 
been advocated by some surgeons, an interesting 
article* covering this technique having appeared 
in a recent scientific journal. 

If instruments are sterilized by one of the 
above mentioned methods, they are rinsed in 
sterile water and dried before being used or re- 
placed in instrument cabinets. 

In some institutions it is customary to resharpen 
these instruments after each operation, and 
needles are cleansed, tested and sterilized at the 
end of the day’s work. In instances where an 
operation has been done on patients suffering 
with certain types of infections, such as tetanus, 
gas, gangrene or anthrax, it is sometimes the cus- 
tom to scrub all instruments (whether sharp or 
blunt) in soap and water, and sterilize by steam 
under high pressure for an hour, then scour and 
resharpen cutting instruments before replacing in 
the instrument cabinet. 


Cleansing and Sterilizing Bronchoscopic 
Instruments 


In hospitals where bronchoscopic clinics are in 
operation it has been necessary to devise a special 
technique for the cleansing and sterilization of 
the delicate and expensive instruments employed 
in this specialty. 





*Lahey, Frank H.; Mason, Robert L., Surgery, Gynecology and Ob- 
stetrics, 41—226, August, 1925. 
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Bronchoscopes, esophagoscopes, laryngoscopes, 
as well as all non-lighted suction tubes, may be 
sterilized by the same technique as is employed 
for other metallic instruments. Cold water is run 
over and through the instruments until all mucus 
is washed away. They are then cleansed with 
hot water and green soap, using a soft hairbrush. 

Sterilization niay be done by use of the pres- 
sure sterilizer or by simply boiling these instru- 
ments for twenty minutes. The lamps, light car- 
riers, and cords, of course, should never be boiled. 
The cords should be wiped off with alcohol. After 
cleansing, the light carriers and lamps are wiped 
with 75 per cent alcohol, and placed in a specially 
devised box, which is fitted with a grooved frame 
to receive each instrument, and then formaldehyd 
gas is released within this container. Formalin 
pastilles are frequently used for this purpose. 

Esophageal bougies may be immersed in a 2 
per cent aqueous formalin solution (cold), a cop- 
per box, adequately constructed, being used for 
this purpose. Upon removal from the formalin 
solution they should be rinsed off with cold sterile 
water. 

It is possible to purchase electric or gas heated 
sterilizers of the proper dimensions required to 
accommodate bronchoscopic instruments, these 
sterilizers containing ingeniously planned trays 
for the reception of each instrument used. 

After sterilizing, bronchoscopic instruments 
are frequently stored in copper boxes, especially 
devised for this purpose. These instruments after 
sterilization are wrapped in sterile cloth before 
being placed in the copper cases mentioned above. 


Sterilization of Basins and Pans 


The sterilization of basins, pans and other 
enamel ware used in the operating room, is per- 
haps most often performed by employing a box- 
utensil sterilizer. This method has its disadvan- 
tages. In the first place, the use of this so called 
utensil sterilizer often fills the workroom with 
steam, even though a suction steam exhaust is at- 
tached to this apparatus. 

A cleverly devised steam valve is now on sale 
which, after the water in this sterilizer has been 
brought to the boiling point, enables the nurse to 
keep it at an even temperature without excess 
vaporization. Well constructed and ventilated 
hoods placed over the sterilizers, are also useful 
in freeing the workroom from steam. 

Enamel ware is likely to be chipped by being 
piled into the box sterilizer, and quickly rusts as 
a result. While somewhat more time consuming, 


. the wrapping of utensils in gauze, or the use of 


gauze or muslin bags for this purpose, and the 
sterilization of these articles in an autoclave of 
adequate size, is probably the best plan. 
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The nurse in charge of the operative suite is 
responsible to her superior, the directress of 
nurses, and through her to the superintendent of 
the hospital, for the protection of the property 
of the operating room against theft and misuse. 

Careful inventories are taken at frequent inter- 
vals, the nurse in the operating room being re- 
sponsible for the safe replacement in their proper 
cabinets of instruments used during the day’s 
work. 

Where other departments of the hospital desire 
to borrow special instruments or equipment for 
use without the operative suite, definite signed 
receipts must be secured by the operating depart- 
ment for these articles. These instruments should 
not be allowed out of the operating suite longer 
than twenty-four hours. 


The Preparation and Use of Solutions 


The greatest care must be taken by the surgeon 
to prevent any mistake in the solutions used in 
the operating room for intravenous injection. 
Too many such mistakes have occurred, but, as an 
illustration of the possibility of such an accident, 
it is sufficient to recall to the minds of the readers 
of THE MODERN HOsPITAL the mistake that hap- 
pened but recently in an Eastern institution, when 
distilled water was injected into a patient’s vein 
for normal salt solution. In another hospital, a 
no less serious accident occurred, when a 15 per 
cent salt solution was administered, intravenously, 
instead of a normal salt solution. In both of 
these instances the outcome was fatal to the 
patient. 

An error usually does not occur in the manu- 
facture of these solutions by the laboratory, drug 
store or the clinic nursing staff, but where normal 
salt solution—a more concentrated solution of 
the same drug—and sometimes distilled water are 
kept on the same solution stand in the operating 
room, there is especial danger of an interchange 
of these usually harmless preparations. 

It would seem that the concentrated salt solu- 
tion (from which normal salt solution is manu- 
factured) should not be kept in the operating 
room itself, but should be stored in an adjacent 
utility room. It would also seem that distilled 
water should not be placed on a shelf adjacent to 
normal salt solution. 

The flasks containing these solutions should be 
carefully labeled. Sometimes adhesive plaster is 
used, but marking in this manner is not to be 
recommended, because this identification is likely 
to be removed by heat or moisture. The safer 
way is to etch the name and concentration of the 
solution contained in the flask into the glass itself. 
Odd-shaped or colored flasks may be used to dif- 
ferentiate these solutions. 
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ARE WE A PROFESSION? 


NE of the high lights of President Bach- 
() meyer’s address before the annual meeting 

of the American Hospital Association was 
the insistence that the hospital field is truly a 
profession and that as such it should assume the 
position and dignity of the learned professions. 

The inspirational value of the statement can- 
not be overestimated but it should be borne in 
mind that the mere saying that we are a profes- 
sion does not make us so. This can come only 
through the assumption of the full responsibilities 
that devolve upon those who profess themselves as 
possessed of certain knowledge which is beyond 
the ordinary. 

This carries with it elevation of the standards 
of the entire hospital field. That there are many 
earnest workers in the field who can qualify as 
members of a learned profession there can be no 
doubt, but even the most optimistic will grant that 
there exists a considerable group who must ad- 
vance if the whole can be considered as a profes- 
sion. It is not altogether a matter of learning 
more; rather is it the acquirement of a state of 
mind and after this has come all the world will 
accept us as a profession and all of us will assume 
the responsibilities coincidental thereto. 








A NEW WAY TO STIMULATE MENTAL 
ALERTNESS 


HE great and ever present danger to the hos- 
si pital worker is stagnation. The encloistered 

atmosphere of a hospital is apt, if un- 
treated, to beget routinism with the result that 
patients may cease to be sick people and become 
merely vehicles for the transportation of a dis- 
ease. 

This is especially true in hospitals where the 
turnover is relatively slow, and workers in such 
institutions find it necessary to employ elaborate 
prophylaxis against loss of mental motility, hence 
it is necessary that they adopt measures that will 
keep them constantly in touch with the best and 
most advanced thought in their particular line of 
work. If, however, this is all that is done, the ef- 
fect is apt to be narrowing and since the problem 
of the care and treatment of the sick does not 
concern itself solely with one specialty, the hospi- 
tal worker must maintain contact with everything 
that has to do with the welfare and the comfort 
of ailing humanity. 

There is such a wealth of literature availavle to 
the hospital field that it is impossible for one per- 
son to keep abreast of it and at the same time 
do his work. His time will not even permit him 
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to read carefully the abstracts and reviews of the 
advances in the various lines of his profession. 

A good many hospitals are now meeting the sit- 
uation by the formation of journal clubs, the 
meetings of which occur at least every two weeks 
and are attended by the members of the resident 
staff including the superintendent of nurses, the 
chief dietitian, the physictherapist and various 
technicians. The hospital subscribes to a carefully 
selected group of professional journals covering 
the various phases of medicine, surgery, nursing, 
dietetics and physiotherapy. These are assigned 
to the various members of the staff, who are ex- 
pected to read carefully the journals assigned to 
them and to prepare short abstracts of articles 
that appeal to them as having a special or gen- 
eralized interest for the various members of the 
staff. At the meeting of the journal club these 
abstracts are read and discussed. 

It is surprising how much stimulation comes 
from such meetings. Not only does each attendant 
receive an inspiration for better work in his own 
field, but he also sees ways in which he may coop- 
erate better with other fields. Furthermore, the 
reading and study that are necessary in order to 
keep up with the journal club is a sure prophylac- 
tic against stagnation. To hospitals that have not 
tried the plan, the journal club idea is earnestly 
commended. 








HOW CAN WE AID THE PATIENT OF 
MODERATE MEANS? 


HE plight in which the white collar man finds 
"[ ‘himset when he or his family is sick is one 

that has received serious comment in both the 
lay and medical press. At the convention of the 
American Hospital Association the symposium 
“What Shall Be Done for and with the Middle- 
Class Patient?” discussed this question from the 
angles of hospital construction, hospital admin- 
istration, the municipality, the board of trustees, 
the physician, the patient and the nurse. The mere 
fact that it was discussed so completely and from 
so many divergent points of view is in itself a 
most hopeful symptom. While the method of ap- 
proach was different in each case, it focused with 
great accuracy upon the question of the economic 
and health welfare of the patient himself. 

The term “middle-class patient” is unfortunate, 
since the patient to be considered in this regard 
is one who occupies an economic position which 
is the mean between the indigent and the wealthy. 
The economical construction and administration 
of hospitals, or portions thereof designed for the 
reception and treatment of these patients, was 
with great propriety stressed over and over again. 
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Schemes of insurance, endowment and other 
modalities were mentioned but it was evident that 
there is no one royal road to the end that the 
patient of moderate means may receive adequate 
treatment without injury to his pride and to his 
social standing in the community. 

One speaker indicated the possibility of state 
medicine as a solution but only in the event that 
other means should fail. Many of the speakers 
repeated the dictum thateit is only the rich and 
very poor who can receive adequate medical af- 
tention. This is a great socio-economic question 
which sends its tap root into the deepest stratum 
of community existence. Its earnest considera- 
tion by the annual meeting of the American Hos- 
pital Association indicates how that population 
group which constitutes 80 per cent of the com- 
munity is receiving the attention of the associa- 
tion and should be a guarantee to the lay public 
of its whole-hearted, selfless interest. 








EDUCATING THE TRUSTEES 


REALIZATION of the importance of 
A trustees being thoroughly cognizant of all 


hospital administrative procedures is mak- 
ing itself evident to a greater degree than ever 
before. 

With but few exceptions superintendents be- 
moan the fact that the members of their boards 
are not informed about the inner workings of 
their institutions. At the recent convention there 
were more trustees in attendance than ever be- 
fore, which augurs well for the hospitals that they 
represented, but that there should have been pres- 
ent a great many more was voiced by hospital 
executives on every hand. 

With a true sympathy for the problems that the 
superintendent faces daily; with an appreciation 
of the enormous benefit that the hospital is to the 
community; with a perfect understanding of the 
misunderstandings under which every hospital 
labors, and with a complete knowledge of the 
needs of the hospital, better institutions, serving 
the communities more adequately, on a firmer 
economic basis, would be the inevitable result. 

It is sometimes argued that the board should 
have sufficient faith in the superintendent it en- 
gages to let him alone, and with this there is full 
egreement. But the trustees’ confidence in the 
directing head of the institution would only be 
strengthened if he knew, almost minutely, the 
work which that executive was doing. Trustees 
are business men who have won their success by 
their ability to choose executives, and most of 
them are proud of the fact that they know thor- 
oughly the technique of every executive position 
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in their respective industries. This is essential 
for good management and an aid to the men who 
are working for them. How great a help it would 
be to the superintendent if each member of the 
board brought with him to the board meetings the 
same grasp of hospital problems he has of his 
commercial enterprises. 

Hospitals where the boards are active are far 
ahead of those where the board is either dormant 
or semi-active. There are exceptions, but usually 
where one man is dominant he gives the super- 
intendency to the lowest bidder and loses him 
when the first good offer comes along. This must 
not be confused with educating the trustees be- 
cause it is nothing of the sort. This is merely 
a case of gross ignorance, and if the members of 
the board really understood hospital work they 
would quickly realize the folly of constant turn- 
over among the personnel. The trustee who knows 
his hospital seldom finds fault with the director. 





TALKING IT OVER 


OSPITALS, as industrial plants, must face the prob- 

lem of accident prevention. In the smaller institu- 
tions this is not a great one but the larger hospitals should 
give this serious thought. To be sure, the average of 
intelligence is higher in hospital personnel than in most 
industrial plants but the workers must, nevertheless, be 
educated in accident prevention. This accomplishes little, 
however, unless backed by discipline and for this a special 
employee is necessary to uncover unsafe conditions and 
practices in order that they may be eliminated and co- 
operation between the workers and the superintendent 
perfected in this particular. 


* * * 


N OUR relation with the sick, their idiosyncrasies, 
foibles and fears are exposed to us. We know more 
about them physically than their own mothers, while 
spiritually, we know them better than they do themselves. 
Perhaps this is why the layman, deep in his heart, dis- 
trusts us. He is just a little afraid of this knowledge; 
he is apprehensive about the way in which we may use 
it; instinctively, he resents our invasion of his privacy; in 
a measure, he unconsciously puts us in the class with 
neuropsychiatrists, whom he distrusts and fears deeply, 
and detectives, whose pryings are distasteful to him. 


*- * * 


HIS is a pity because we must know all about the sick 

man if we are to be of real aid to him, but the facts 
cannot be blinked. As a matter of fact, as a class, we 
know too little about the real man who is committed to our 
care. His body, yes, we can scarcely avoid knowing some- 
thing about that, if we are even half-thorough. His mind, 
his character, his fears, his reserves are usually closed 
books to us; his personality, his individuality, his real self 
are unexplored territory, but knowing his aversion to un- 
baring his soul to others and his deep-seated distrust of 
those who are in a position to pick and pry, how can we 
pass the carefully guarded portals of his ego and discover 
those secrets that must be ours if we are to treat him 
intelligently? 
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pe tact the answer—the kindly virtue of touching 
very gently the lives of others? We must see but we 
must not notice; we must discover but we must not pry; 
we must know but we must not tell. Our touch (tact) 
must be firm but light; our politeness must be genuine, 
“Don’t yawn without covering your mouth; polite people 
don’t do that,” said a mother to her little daughter. “But 
polite people wouldn’t notice,” was the reply. 


* * * 


HE September number of the Century contains an in- 

teresting article by Martha Bensley Bruere, entitled 
“The Impossible Profession.” Nurses, doctors, hospital 
superintendents and trustees will want to read this friendly 
and sympathetic discussion of some of the problems of 
the nursing profession. It deserves and will repay 
thoughtful reading. Even if one does not agree with all 
of Mrs. Bruere’s statements or conclusions, one feels that 
her attitude is impartial and fair and that she has made 
a sincege attempt to make the problems of nurses more 
intelligible to the average lay person. For the problems 
of nurses are difficult and call for clear and unprejudiced 
thinking on the part of all concerned. Such thinking re- 
quires intelligent understanding of the whole situation and 
Mrs. Bruere’s article is an attempt at such analysis as will 
lead to understanding. 


* * * 


N one of the wards in a London hospital hangs a card 
bearing in large type the words: “Remember the 
steam kettle—though up to its neck in hot water, it still 
continues to sing.” That card is worth its weight in 
radium, writes “A Hospital Superintendent” in a London 
daily. After an operation a patient is sometimes inclined 
to lose heart, but a reference to the steam kettle has never 
failed in its effect. The ward sister calls it “depression’s 
great antidote,” ond it is no exaggeration to say that the 
death rate has .en lowered by its display. Cheerfulness 
and courage are the allies of every doctor. Our bodies are 
like a vast battlefield, consisting of armies of tiny cells 
that live and work and fight like Dumas’ three musketeers, 
“Each for all and all for each.” Like armies, these cells 
can become demoralized and allow the enemy, the disease 
germ, to win the day. Like armies, too, they can snatch 
victory from defeat. The fighting spirit of a patient is 
very often the deciding factor in this conflict. The will to 
live is the supreme enemy of disease. When a doctor 
sees in his patient resolution taking the place of resigna- 
tion he knows that very often the corner is turned. One 
of the most remarkable cases known to medical science 
is that of John Aldridge, who lived at Olney, Buckingham- 
shire, England. As a boy he broke his back. In nine 
hundred and ninety-nine cases out of a thousand such an 
accident would have proved fatal, but this lad refused to 
die. He recovered sufficiently to learn the trade of a 
bootmaker, and later he married and had several children. 


N reading the chart notes of the nurse one frequently 
encounters the comment that at certain intervals she 
“made the patient comfort=ble” What an easy and com- 
monplace thing it seems simply to increase the comfort 
of the sick man by the practice of those homely methods 
that every mother knows so well how to perform. In an- 
other column of the nurse’s record is set down the con- 
firming evidence that she had administered the digitalis 
or morphin or quinin that the physician had ordered. 
From the patient’s standpoint, the straightening of pil- 
lows, the smoothing of sheets, the moistening of lips or 
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the slaking of thirst, are all vastly more important than 
the amount of digitalis he gets or the result of ‘his basal 
metabolism study. The patient often remembers the kind 
of mattresses upon which he lay long after he has for- 
gotten the comfort which his leg splint afforded him. 
Moreover, making the patient comfortable may start at 
the superintendent’s desk, by the purchase of good beds, 
and back-rests, long and wide sheets, adequate air mat- 
tresses and rubber rings, or even a smooth-riding am- 
bulance. 
a * * 

HERE is no more unsightly piece of equipment about 

the hospital than a wheel chair or ward carriage with 
its rubber tires held in place by strips of adhesive plaster 
or muslin bandage. Loosened tires are one of the most 
common ills to which these articles are subject. If tires 
are not promptly reset, good linoleum or polished floors 
will be ruined by being cut with the sharp rim, thus left 
unprotected. The usual retail price for providing and 
placing new tires on wheel chairs ranges from fifty cents 
to one dollar per wheel. If the superintendent of the hos- 
pital is thrifty he can purchase for a little money tires, 
wire, and a simple apparatus that will do this work for 
a fraction of the expense and time required if the wheels 
must be sent out of the hospital for this purpose. 


* * * 


HE hospital laundry is an institution that routinely 

performs cleansing miracles. It receives without any 
apparent perturbation on the part of the personnel, verita- 
ble mountains of grossly soiled and stained linens, and 
without any visible flurry transforms them into neatly 
arranged piles of folded snowy sneets, towels, and spreads. 
But is it not too much to ask the conscientious laundry 
man to wash, starch, and iron the hot water bags, bandage 
scissors, and hemostats, which so often are sent to him 
from the operating and dressing rooms? How do you 
mangle a hot water bag anyway? .: should some one 
outside of the laundry be mangled instead? 

>» * * 


ANY superintendents have an inherent, highly de- 

veloped sense of humor. For those who have not 
a course should be included in the curricula for present 
and future hospital executives, concerning which there 
is not a little discussion nowadays. Who could avoid some 
diaphragmatic agitation if he were gravely informed by 
the drug store porter that “dem two cowboys of acetic 
acid has come”; or, if the phone should convey the mes- 
sage to him that the yard man wouldn’t “incorporate” 
with the gardener in keeping paper picked up in the hos- 
pital streets, the latter expressing his private opinion that 
the former needed his eyes “reflected.” In another hos- 
pital, where money was appropriated by city ordinance, to 
pay for ambulance service, the administrator was solemnly 
notified that he would get his money as soon as the mayor 
had signed the “audience.” Shades of Mrs. Malaprop!!! 


* * * 


HERE was much running to and fro on private floor 

5. Even the usually serene head nurse exhibited 
evidences of overpowerin~, perturbation by allowing her 
cap to wander ever so slightly from the mathematical 
plumb. The superintendent of the hospital and the di- 
rectress of nurses had already paid a visit of inspection 
to this particular floor. All faces wore a look of anxiety 
akin to panic. Doctor Smith, the surgeon, had been ad- 


mitted for incision of a furuncle in his scapular region. 
Worried Doctor Smith—erstwhile the brave wielder of the 
scalpel—was, alas, now the patient! 


When the doctor 
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becomes sick too much “knowledge is a dangerous thing,” 
and it sometimes requires all the motherly nursing of the 
usually quaking nurse to assure him of his probable satety 
from peritonitis, tetanus, infantile paralysis, Asiatic 
cholera and the one and one hundred other scourges that 
afflict man. 
* * * 

VER so often one hears a loud whine from persons 

who are dissatisfied with their jobs but it is surpris- 
ing how infrequently they quit their jobs and do some- 
thing else. If they are dissatisfied, why don’t they do 
something about it instead of pulling a long face and a 
pitiful mouth? The answer isn’t far to seek. A routine 
job is fat and easy. About all it requires is endurance. 
Courage, initiative and energy are required to go after 
a new job, to cut loose from a sure thing. There are 
some people who never will be satisfied, no matter what 
they are doing. The only jobs that look good to them 
are the last job and the next job, but why, oh why, won’t 
they keep quiet about it and let those who want to work 
have a chance to concentrate on their tasks? 

* OK ~ 


ID you ever try to decide what attribute all mankind 

has in common? It is an interesting speculation cal- 
culated to develop a philosophic understanding of oneself 
and others. It would be extremely difficult to secure a 
jury that could bring in a unanimous answer to this ques- 
tion but certainly consideration would have to be given 
to the universal desire for escape from self. By self is 
meant everything that concerns a person, thoughts, em- 
ployment, environment, position and appearance. All of 
us must escape from ourselves once in a while. We trans- 
port ourselves to distant lands by reading a book on 
travel; a theatrical performance carries us into the world 
of romance; music may lift our hearts and make our souls 
soar with the angels; poetry, with its graceful cadences, 
may bring self-forgetfulness. We re-create ourselves and 
when we come back into our own skins, we have gained 
strength to lift and carry our burdens anew. These are 
the normal helpful means of self-escapement. If we live 
in the mountains, we go to the seashore; if our home 
is on the prairies, we go to the pines; if our residence is 
in the tropics, we seck the frigid zone. Always we are 
striving to get away from ourselves. 

Just as there are normal avenues of flight so also are 
there abnormal ones. Drugs, alcohol, the gaming table, 
all of these vices, are merely a good appetite gone wrong. 
Similarly, the constant giving away to the desire for self- 
oblivion brings in its train irresponsibility, loss of char- 
acter, loss of usefulness. We forget that beauty is in the 
eye of the beholder and that happiness is a controlable 
state. No matter what our condition may be, we can, by 
willing it, be happy. No matter how fortunately we may 
be situated, we can, by the exercise of our own minds, be 
wretched and discontented. Dissatisfaction in moderation 
is a great stimulant to progress but beyond this point it 
brings in its train sorrow and grief. 

* ~ * 

O MANY a probationer life seems a dismal, hopeless 

vale. The new profession upon which she is embarked 
is so complicated, its standards are so exacting and the 
path to coveted graduation seems so beset with pitfalls 
that she may be led to think that for her the achieve- 
ment is impossible. In this connection, let her read the 
saying of an ancient philosopher, “Do not think that what 
is hard for thee to master is impossible for man; but if a 
thing is possible and proper to man, deem it attainable 
by thee.” 
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CHILDREN’S HOSPITAL MEETING HOLDS 
CLOSING SESSION IN PHILADELPHIA 


An interesting program dealing with administrative and 
special problems of children’s hospitals featured the clos- 
ing session of the meeting of the Children’s Hospital 
Association of America held in Atlantic City in conjunc- 
tion with the American Hospital Association Conference. 
The concluding meeting was held at the Children’s Hos- 
pital, Philadelphia. 

The officers for the coming year are president, Robert E. 
Neff, administrator, James Whitcomb Riley Hospital, In- 
dianapolis (re-elected); vice-president, Dr. William P. 
Lucas, professor of pediatrics, University of California, 
San Francisco, Calif.; secretary-treasurer, Bena M. 
Henderson, superintendent, Milwaukee Children’s Hos- 
pital, Milwaukee, Wis. (re-elected). The executive com- 
mittee consists of the officers and Florence J. Potts, di- 
rector of nursing for the Shriners Hospitals for Crippled 
Children, Albany, N. Y., and Dr. Isaac A. Abt, professor 
of pediatrics, Northwestern University School of Medi- 
cine, Chicago, who were re-elected to the committee. The 
committee is planning a meeting to be held in Chicago in 
the near future. 





SPRING MEETING PLANNED FOR HOSPITAL 
ASSOCIATION OF STATE OF NEW YORK 


The Hospital Association of the State of New York 
will hold its pext meeting at Syracuse, N. Y., May 26 
and 27, 1927. Dr. George B. Landers, superintendent, 
Highland Hospital, Rochester, N. Y., is president of the 
association and Edgar C. Hayhow, superintendent, New 
Rochelle Hospital, New Rochelle, N. Y., secretary. The 
following committees have been appointed for the year 
1926-27: Auditing committee; membership committee; 
legislative committee; committee on rules; workmen’s 
compensation committee and nursing committee. 





MELLON INSTITUTE TO HAVE FELLOWSHIP 
FOR STUDY OF SURGICAL SUPPLIES 


According to Dr. E. R. Weidlein, director, Mellon In- 
stitute of Industrial Research, University of Pittsburgh, 
the firm of Johnson & Johnson, manufacturers of surgical 
supplies, New Brunswick, N. J., has established at the 
institute a fellowship that will study the exact require- 
ments of surgeons and other medical specialists in the 
matter of sundries, with the joint aim of developing new 
supplies that are needed and of standardizing the products 
now in use. An investigation will also be made of the 
processes of rencv:tng used supplies, and several other 
industrial fellowships of the institute will cooperate in 
devising satisfactory procedures. 

Dr. Frederic H. Slayton will be in direct charge of this 
comprehensive research. The fellowship will be operated 
in a totally unbiased and independent manner, in accord- 
ance with the Mellon Institute system, and all its investiga- 
tions will be conducted primarily for the benefit of the 
public. It is planned to report the results in apprepriate 





periodicals as the various phases of the studies are con- 
cluded. 

In carrying on this work, Dr. Slayton and the institute’s 
executive staff invite the concurrence of all interested or- 
ganizations. They are especially desirous of securing the 
close collaboration of hospital executives and of members 
of the medical profession. 





NEW YORK’S EMERGENCY HOSPITAL 
RESOURCES TO BE SURVEYED 


A survey of the hospital resources of New York City, 
public and private, to determine what part of them might 
be pressed into service in case of a serious epidemic has 
been started, according to the New York Times. This 
survey has been sponsored by the committee on hazards 
and emergencies appointed by Mayor Walker soon after 
he took office. The committee is also sponsoring an in- 
vestigation into the causes of epidemic and the best 
methods of controlling them. 

The work that is now being done by the Department 
of Health of the City of New York and by the U. S. 
Public Health Service is satisfactory and would be ade- 
quate to control any outbreak of a pestilencial disease, but 
it is the feeling of this committee that no matter how 
distant the possibility of an outbreak may be a well 
rounded program, with a definite organization, should be 
prepared now, so that it may be launched at a moment’s 
notice if the need arises. 





NURSES’ COURSE ON TUBERCULOSIS GIVEN 
IN CHICAGO HOSPITALS 


The annual course of lectures on tuberculosis, for nurses, 
given under the auspices of the Chicago Tuberculosis In- 
stitute, at Grant, Mercy and Presbyterian Hospitals, Chi- 
cago, was completed on October 25. 

Lectures were given by Edna Foley, superintendent, 
Visiting Nurses’ Association, Marion Campbell, executive 
secretary, Illinois Association for the Prevention of Blind- 
ness, and Dr. Rachelle S. Yarros, director, Social Hygiene 
Council, Chicago. 

The eleven afternoon lectures given at Mercy Hospital 
were repeated at Englewood Hospital, in order to save 
time for the nurses on the far south side. The evening 
lectures for south side nurses were given at Mercy 
Hospital. 





PHILADELPHIA HAS NEW CLINIC 


The social service department of St. Christopher’s Hor- 
pital for Children, Philadelphia, has recently opened a 
neuropsychiatric clinic for children at that institution, 
according to the Mental Hygiene Bulletin. The clinic 
functions under the auspices of the hospital’s department 
of preventive medicine. All medical, surgical and labora- 
tory work, except x-ray work, is carried out within the 
hospital. 
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Dr. JoHN B. ByRNE has been named manager of the 
Brooklyn State Hospital, Brooklyn, N. Y. For twenty- 
five years Dr. Byrne has been associate gynecologist and 
obstetrician of the Kings County Hospital, Brooklyn, and 
for eighteen years has served in a similar.capacity in St. 
Peter’s Hospital, Brooklyn. 


Dr. Roy W. BENTON was recently appointed assistant 
superintendent of the City Hospital, Providence, R. I., to 
succeed Dr. HARMON P. B. JorvaN, who resigned to be- 
come head of the new Lying-in Hospital, Providence. 


Rev. JOHN G. HATTON, chaplain of the Good Samaritan 
Hospital, Portland, Ore., died recently after a brief illness. 


Dr. J. B. TYRRELL has been chosen by the directors of 
Riverside Community Hospital, Riverside, Calif., as medi- 
cal director and superintendent of that institution, to suc- 
ceed NELLIE M. PorTER, recentiy resigned. Dr. Tyrrell 
has for the past three years been affiliated with the 
American College of Surgeons as hospital surveyor and 
has made exhaustive surveys of institutions in the West 
and Middle West. 


MARCELLE ESTER DANSEREAU, Charity Hospital, New 
Orleans, La., has been awarded the 1926 scholarship for 
nurses graduating this year. This scholarship is awarded 
by the Trained Nurse and Hospital Review to encourage 
nurses to continue their studies in order to increase their 
proficiency and also to raise the standard of nursing. 


Dr. GEORGE M. WHITE has been appointed superintend- 
ent of the Ingleside State Hospital, Hastings, Nebr., to 
fill the vacancy caused by the death of Dr. W. S. FAst. 
Dr. White was formerly assistant physician at the insti- 
tution. 


ELIZABETH NELL Ross, International House, New York, 
will succeed Mrs. ETHEL H. BATES as superintendent of 
the Olean General Hospital, Olean, N. Y. Since the 
resignation of Mrs. Bates, September 1, BLANCHE HAr- 
RISON has been acting as superintendent. Miss Ross was 
formerly principal of the school of nursing, Victoria Hos- 
pital and Children’s War Memorial Hospital, London, Ont., 
and served overseas during the war. During the past 
year she took her master’s degree from Teachers’ College, 
Columbia University, New York. She has had extensive 
hospital experience in the capacities of nurse supervisor, 
superintendent and organizer of schools of nursing. 


CHARLES H. DABBS has been appointed assistant super- 
intendent of Grace Hospital, New Haven, Conn. Mr. 
Dabbs has acted as purchasing agent for the hospital 
during the past year. 


SISTER LAVERGE is the new Sister Superior of St. Vin- 
cent’s Hospital, Toledo, Ohio, succeeding SISter Sr. SIMON, 
who has gone to New Brunswick, N. J., to assume charge 
of St. Peter’s Hospital in that city. The new Sister 
Superior at St. Vincent’s comes from Notre Dame Hos- 
pital, Montreal, where she has been superintendent of 


nurses, 
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NELL BARRON is new superintendent of the Memorial 
Hospital, Dothan, Ala. Miss Barron was formerly con- 
nected with the Moody Hospital, Dothan. 


RuTH SHEPPARD has resigned her position as superin- 
tendent of the Peekskill Hospital, Peekskill, N. Y. Her 
successor has not yet been named. 


FLORENCE A. A. EATON, superintendent, Union-Avenue 
Hospital, Framingham, Mass., for more than twelve years, 
has resigned. She will be succeeded in the position by 
GeorGcia S. GILLIS, who has been acting superintendent for 
the past several months while Miss Eaton has been in 
Europe. 


Mrs. LELAH COON has resigned as superintendent of 
the Hillsdale City Hospital, Hillsdale, Mich., where she 
has served in that capacity for the past three years. Her 
resignation was imperative because of ill health. She 
is a graduate of St. Joseph’s Hospital, Ann Arbor, and 
was superintendent there before going to Chicago, where 
she was superintendent of the Lakeside Hospital. 


BEATRICE HENDRICKS has resigned as superintendent of 
the Clark County Hospital, Winchester, Ky., which posi- 
tion she has held since last March. Her successor has 
not yet been appointed. 


REv. HuGO WEICHERT is the new superintendent of the 
Evangelical Deaconess Hospital, East St. Louis, III. 


ALICE ENGLISH, Chicago, has assumed the duties of 
superintendent of nurses at St. Joseph’s Hospital, Lorain, 
Ohio. 


Dr. OMAR F. PURDUE has resigned as superintendent of 
City Hospital, No. 2 (colored), St. Louis, Mo. Dr. Frep- 
ERICK K, SLAUGHTER has been appointed superintendent of 
the hospital, succeeding Dr. Purdue. 


WILLIAM L. FOSTER is the new president of the Pittston 
Hospital Association, Pittston, Pa., having been elected 
to that position by the board of trustees to fill the vacancy 
caused by the death of Josepu L. CAKE. 


Dr. W. D. McCLuNG has been reappointed superintend- 
ent of the State Hospital, Spencer, W. Va. He has been 
uperintendent of the state hospital, Spencer, since 1921. 


Dr. G. J. KERTESZ, South Shore, S. D., has assumed 
charge of the Holman Hospital, Pine River, Minn. Dr. 
Kertesz formerly practiced in Minneapolis. 


Dr. B. F. SIMon, formerly city health officer, St. Paul, 
is the chief of staff of the new Roosevelt Hospital, St. 
Paul, Minn. 


AINAH Royce is the new superintendent of the E] Paso 
Masonic Hospital, El] Paso, Texas. Miss Royce has been 
superintendent of the James J. Jackson Memorial Hos- 
pital, Miami, Fla., since 1920. She is a graduate of the 
Rochester Homeopathic Hospital, Rochester, N. Y. 


ILA NORVELL, formerly superintendent, Muskogee Gen- 
cral Hospital, Muskogee, Okla., has been appointed super- 
intendent, Albert Pike Hospital, McAlester, Okla. 


FLORENCE W. JUNKINS, formerly of St. Luke’s Hos- 
pital, Jacksonville, Fla., is the new superintendent of 
Hanover General Hospital, Hanover, Pa. 


Dr. JOHN W. TiASK, mcdical offices in charge of the 
U. S. Marine Hospital, Buffalo, N. Y., for the past foun 
and one-half years, has becn transferred to a similar pcesi- 
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tion at the Marine Hospital in Baltimore. He will be 
succeeded by Dr. JoHN T. BURKHALTER, U. S. Marine 
Hospital, Savannah, Ga. 


KATHERINE E. LANDIS, superintendent, Harrisburg Poly- 
clinic Hospital, Harrisburg, Pa., is to be superintendent 
of the new hospital at Third street and Polyclinic avenue, 
in Riverside. 


Drs. JoHN M. T. FINNEY and Howarp A. KELLY, Balti- 
more, will serve on a national committee which will have 
charge of the formation of the first orthopedic hospital 
in the Near East. The hospital will be for the care and 
treatment of children under the care of the Near East 
Relief. 


Dr. Vinci. McCartuy has been named assistant medical 
director, State University of Iowa Hospital, Iowa City, Ia. 


ELLEN HANSEN is the new superintendent of the 
Terminal Emergency Hospital, San Pedro, Calif. 


AGNES WAECHTER has been named superintendent of 
the Lutheran Hospital, Hot Springs, S. D. 


Dr. R. E. Fercuson, Elmo, Mo., has been appointed 
superintendent of the Woodson Sanitarium, St. Joseph. 


Dr. WILLIAM C. PLUMLEE, acting assistant surgeon, 
U. S. Public Health Service, has been assigned to duty at 
the Trachoma Hospital, Rolla, Mo. 


Dr. THomAsS L. Byrp has resigned as clinical director 
of laboratories, Sacred Heart Sanitarium, Milwaukee, 
Wis., to accept the appointment as Jacques Loeb Fellow in 
Medicine, Johns Hopkins Hospital, Baltimore. 


Dr. ARTHUR V. DE NEVEU, deputy state health officer in 
Northern Wisconsin, with headquarters at Rhinelander, 
has accepted the superintendency of the Milwaukee Em- 
ergency Hospital, Milwaukee, Wis. 


Dr. RAYMOND C. MEYER, Plymouth, Wis., has been 
elected medical director of the new Sheboygan County 
Tuberculosis Sanatorium on a part-time basis. Dr. 
Howarp E. Curt, Sheboygan, has been appointed to take 
charge of the roentgen ray work at the hospital. 


Dr. CLAUDE C. PIERCE has been relieved from duty in 
Chicago, where he has been for the past several years 
and has been assigned to duty at the U. S. Public Health 
Service Bureau, Washington, D. C. 


SURGEON RoBerT W. Harr has been relieved from duty 
at Manilla, P. I., and assigned to duty at the U. S. 
Marine Hospital No. 19, San Francisco, Calif. 


Dr. WILLIAM BENHAM SNow, New York, for the past 
twenty-five years editor of Electrotherapeutics, the official 
journal of the American Electrotherapeutic Association, 
was honored at dinner, during the recent meeting of the 
association. Among the guests were Dr. Abram Bern 
Hirsh and Dr. Edward C. Titus, New York. 


Dr. Horace LoGrAsso, superintendent, J. N. Adam Hos- 
pital, Perrysburg, N. Y., and Dr. CLARENCE L. Hyp, su- 
perintendent, Springfield Lake Sanatorium, East Akron, 
Ohio, were speakers at the recent annual conference of 
Catholic Charities, held in Buffalo, N. Y. 


Sister M. HYACINTHE is the new superior of St. Eliza- 
beth’s Hospital, Danville, Ill., succeeding Sister M. INNo- 
CENCE, who has been superior for the past six years. 


Sister M. DoMATILLA, formerly of St. Elizabeth’s Hos- 
pital, Danville, Ill., is the new superior of St. Francis’ 
Hospital, Freeport. 
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Dr. ADAM EBERLE is the new superintendent of the 
Greenpoint Hospital, Brooklyn, N. Y. 

Miss M. MATTHEWS has been appointed superintendent 
of the Goshen Emergency Hospital, Goshen, N. Y. 

ELLA E. HAMMOND is the new superintendent of the 
Seneca Falls Hospital, Seneca Falls, N. Y. 





CHICAGO SANITARIUM PLANS LARGE 
ADDITION 


Work has begun on the new 225-bed unit of the Munici- 
pal Tuberculosis Sanitarium, Chicago. The new unit will 
give the sanitarium a total of 1,175 beds and will reduce 
the waiting list about one-half. 

The first floor of the hospital, which will be four stories 
high, will have fifty-five private rooms for men patients 
and the second will have the same number for women 
patients. 

One of the special features will be the infants’ and 
children’s department, which will occupy the third floor. 
This department will have a separate diet kitchen, dining 
rooms and playrooms and about 120 beds for boys and 
girls from infancy up to fourteen years. 

The fourth floor will be equipped with operating rooms 
for surgical tuberculosis. 





DR. JAMES W. PETTIT DIES 


Dr. James W. Pettit, whose life work was fighting 
tuberculosis, died September 3, at Ottawa, IIl., at the age 
of seventy-eight. 

Dr. Pettit was known nationally in medical circles for 
his initiative and activity in the cure and prevention of 
tuberculosis. In 1904 he was one of the incorporators of 
the National Tuberculosis Association and in the same 
year founded the Ottawa Tuberculosis Sanitarium, the first 
institution of its kind to be established between the Al- 
legheny and Rocky Mountains. In 1909 and 1910 Dr. 
Pettit was president of the Illinois State Medical Society. 
He retired in 1925 as president of the Illinois Tuberculosis 
Association. One of his sons is Dr. Roswell T. Pettit, 
superintendent, Ottawa Tuberculosis Colony, Ottawa, III. 





RECONSTRUCTION HOSPITAL TO LAUNCH 
CAMPAIGN 


The Reconstruction Hospital, New York, is soon to begin 
a campaign for $1,500,000 to complete its fourteen-story 
addition. according to Dr. E. Giddings, superintendent. 
The basement and first story were completed in April, 
1924. 

The hospital is affiliated with the Institute for Crippled 
and Disabled Men and provides care needed to prevent 
permanent disability. Most of the people treated are 
skilled workers but the hospital is now extending first aid 
and aftercare to men injured in construction work on 
the new West Side subway. 





BURKE FOUNDATION ENLARGES 


The Burke Foundation, White Plains, N. Y., is com- 
pleting an addition to its assembly hall which will double 
the capacity for indoor recreation. The addition con- 
tains also a library and reading room for the use of 
both men and women, which will provide adequate fa- 
cilities for lectures and demonstrations. 
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BELLEVUE ALUMNAE HONOR MISS LOVERIDGE— 
OREGON'S MOST RENOWNED WOMAN 


structive criticism poured out upon nurses is almost 

overwhelming. On the other hand, many note- 
worthy pieces of work are being carried on by nurses, 
so quietly and in such an unassuming way that it is a 
happy surprise to learn about them. 

The work done by Miss Loveriedge in Portland, Ore., is 
unusually worthy of recognition 
and credit. Consequently it is a 
pleasant privilege to publish the 
following account of her work, 
and the recognition that is ac- 
corded her by the medical pro- 
fession, her colleagues of the 
nursing profession and the public 
at large in the State of Oregon. 

Her alma mater, Bellevue Hos- 
pital School of Nursing, New 
York, was quick to seize the op- 
portunity of her visit East, to 
entertain her, so that the student 
nurses of today might have the 
inspiration of her presence and 
the alumnae find new occasion for 
pride in the accomplishments of 
one of their own distinguished 
members. 

With all due respect to her 
friends of the medical profession, 
who state that, “Oregon’s most 
renowned woman belongs to the 
medical profession,” we beg to 
submit that she is a nurse and 
belongs to the nursing profession. 
We are proud and happy to share Miss Loveridge’s dis- 
tinction with the medical profession but we will not re- 
nounce our claim on her.—C. E. G. 


TT strut are times when the generous amount of de- 


past twenty years. 





A call to duty as a Christian woman, rather than the 
lure of the West, was the impelling influence that 
prompted Emily Lemoine Loveridge to accept the respon- 
sibility of organizing the training school for nurses at the 
Good Samaritan Hospital, Portland, Ore., in 1890. This 
was the first nurses’ training school established in the 
Pacific Northwest and one of the pioneer schools west of 
the Mississippi, for at that time there were few nursing 





Left, the Good Samaritan Hospital as it looked in 1851; right, a view of 








schools outside the large medical centers of the East and 
Middle West. 

It is quite impossible to tell Miss Loveridge’s history 
without referring to the hospital with which it has been 
quite inseparable. The Good Samaritan Hospital started 
in the wilderness of Oregon, having been organized in 
1873, by the Rt. Rev. B. Wister Morris, then Missionary 
Bishop of the State of Oregon and 
the Territory of Washington. 
During the winter of 1879 the 
hospital was closed for several 
months on account of bad roads. 

Miss Loveridge was the 
daughter of the Rev. Daniel Lov- 
eridge, rector of Saint Mary’s 
parish, Eugene, Ore., who moved 
from Unadilla, N. Y., to Eugene, 
Ore., prior to 1890. Her mother, 
Marie Lemoine Wolfolk, was the 
adopted daughter of the Rt. Rev. 
George Upfold, the first Episcopal 
Bishop of Indiana. Her early en- 
vironment, with such Christian 
influence dominant, no doubt in- 
fluenced her decision to accept the 
offer to serve at Portland. 

She was born in 1860, was 
graduated from the Norwich High 
School, Norwich, N. Y., and was 
teacher in the primary grade 
school for six years. She received 
her nursing education at Bellevue 

Portland, Ore., for the Hospital Training School, New 

York City. During her senior 
year, in 1890, Mrs. Wakeman, then superintendent of 
the Good Samaritan Hospital, wrote an appealing letter 
urging her to come to Portland to organize the nurse 
training school. Bishop Morris, after transacting diocesan 
business in Philadelphia, visited New York to interview 


her. 


Emily Loveridge, who has been superintendent of the 
Good Samaritan Hospital, 


Accepted Position for One Year 


Miss Loveridge’s first reaction was that she thought 
it inconceivable that anyone could be happy outside of 
New York. However, she felt it her Christian duty to 
make some sacrifice and agreed to accept the responsi- 





the hospital as it looks today. 
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bility for one year, and her homesickness for New York 
was soon overcome by the spell of the mountain scenery 
of the West. 

During her first month at the hospital candidates for 
the training school were interviewed and on June 1, 
1890, a class of six women was admitted. At this time 
the hospital consisted of a two-story wooden building 
accommodating fifty patients. An addition, providing 
extra accommodation for ten private and ten ward pa- 
tients had been completed but not occupied. 

Quarters for the nurses were provided by constructing 
six-foot partitions, dividing a large room of the hospital 
to accommodate three single and three double beds. Later, 
four rooms were fitted up in the basement for the nurses’ 
sleeping quarters. Outside the hospital there was only 
one graduate nurse in Portland. Instruction for the first 
class, included a few lectures by physicians and classwork 
conducted by Miss Loveridge on three evenings a week. 

Her mornings were taken up in preparing patients for 
operation and she also served as head nurse during op- 
erations. Her afternoons were spent in boiling catgut, 
making and sterilizing dressings, cleaning instruments, 
sharpening scalpels and writing up charts and nurses’ 
records. She was frequently constrained (there being 
no elevator) to carry alone, or with assistance. patients 
from one floor to another. 

She served as superintendent of the training school 
for nurses until 1906, at which time she became superin- 
tendent of the hospital, Mrs. Wakeman, who had been 
superintendent, having resigned on account of ill health. 
Prior to becoming superintendent, Miss Loveridge had 
actively cooperated with and had given much assistance 
to the superintendent. 

It is truthfully stated that during the thirty-six years 
of the hospital’s development she has been the active 
thinker and progressive leader of the institution. Daily 
inspection of every nook of the building was then, as 
now, her invariable rule. The hospital now has a capacity 
of 330 beds, the training school has 130 undergraduate 
nurses, and twenty-five graduate nurses in service and 
330 employees are in its service. 

As Miss Loveridge recognized the necessity for im- 
provements in hospital construction and equipment, it was 
through her influence with the public and the medical 
and nursing professions that such construction and equip- 
mcnt were promptly provided. Thus, when the standardi- 
zation of the hospital was urged it was easy for the in- 
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stitution quickly to comply with all the standardization 
requirements specified by the American College of Sur- 
geons. These transitions in construction and equipment 
called for a revolution of the hospital’s finances which 
was soon brought about by Miss Loveridge’s ingenuity and 
her unusual organizing ability. 

Today the Good Samaritan Hospital consists in a com- 
modious fireproof building and a separate maternity annex 
and a large nurses’ home. Miss Loveridge not only su- 
perintends the hospital but takes an active interest in 
other hospitals and is now president of the Northwest 
Hospital Association, which she represented at the recent 
meeting of the American Hospital Association, at Atlantic 
City, N. J. 

At present she is on a tour of inspection of Eastern 
hospitals studying physiotherapy equipment before estab- 
lishing such a department in her hospital. 

Her love of the work, guided by the ideal that construes 
all service to humanity as divine, has secured, in the 
modern Good Samaritan Hospital of Portland, Ore., an 
enduring monument to her successful career. She is 
credited by the public at large as having accomplished 
the greatest achievement of any woman in Oregon. Physi- 
cians are in accord with such public opinion and also 
mention, with pride, that Oregon’s most famous woman 
belongs to the medical profession. Graduate and under- 
graduate nurses alike cherish a fond love and profound 
respect for Miss Loveridge. 

Such an accomplishment, of having brought a hospital 
in the wilderness to the first rank in efficiency among 
modern hospitals is an achievement unsurpassed in the 
history of nursing in America. 

Miss Loveridge also enjoys the distinction of her hos- 
pital being the largest Protestant hospital in America 
having a woman as superintendent. 





FARMVILLE, VA., TO HAVE RURAL 
HOSPITAL 


The Commonwealth Fund, New York, is making studies 
in eleven northern and midwestern states for the location 
of the third rural hospital to be constructed under a new 
cooperative program initiated by the Fund last February. 
Farmville, Va., has been chosen as the location of the 
first institution under this program and Henry J. South- 
mayd, director of the Fund’s division of rural] hospitals, 


| Aes | 


—. «@ 


77 fr rn forefenwice 


A group of superintenden‘s and speakers who attended the recent convention of the Protcstant Hospital Association, held in Atlantic City, N. J. 
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has announced that the contract for the construction of 
the Farmville hospital has been signed. Several hundred 
communities have been considered for the location of the 
second hospital unit, which will also be placed in a south- 
ern state, and the final decision will be made in the near 
future. 

In planning the location of its third hospital, the Com- 
monwealth Fund is now corresponding with county medi- 
cal societies and chambers of commerce in a large number 
of northern and midwestern cities of less than ten thou- 
sand population. The program under which the gift will 
be made contemplates the construction of two rural hos- 
pitals every year. In the case of approved applications the 
Fund contributes two-thirds of the cost of construction 
and equipment while the local community must contribute 
one-third, and in addition meet the cost of operating and 
maintaining the hospital. 





LONG ISLAND COLLEGE HOSPITAL OPENS 
SOLARIUM 


An open air solarium has just been completed at the 
Long Island College Hospital for Children, Brooklyn, 
N. Y., and gives to the patients two spacious roof gardens. 
The new solarium is beside the recently constructed model 
children’s wing. About the same level with the children’s 
ward but about twenty feet distant was the roof of an- 
other hospital structure and a steel bridge was built to 
link the two buildings. A floor was laid on the roof and a 
high wire fence has been placed around it. Large boxes 
filled with flowers are dotted about the roof and a pergola 
has been built in one corner. Children confined to cots are 
wheeled across the bridge to this solarium where they can 
enjoy the refreshing breezes and the view of lower Brook- 
lyn, Manhattan, the Statue of Liberty and the Jersey 
shore. 





SHRINERS GIVE NEW HOSPITAL TO 
CHICAGO 


On September 26 the Ancient Arabic Order of the 
Mystic Shrine dedicated and presented to the city of Chi- 
cago the new $750,000 hospital for the free treatment of 
crippled children, built and equipped with funds provided 
by the local lodges of the Order. The new hospital is the 
ninth in a chain of such institutions built and supported 
throughout the country by the Shriners. No paying pa- 
tients are to be taken at the hospital. It will be open 
to children from two to fourteen years of age whose par- 
ents are not able to afford treatment for them. 

William H. Wade is chairman of the committee that had 
charge of the building and he will remain in active ad- 
ministration of the hospital. 





NEW YORK UNIVERSITY TO GIVE COURSE 
ON COMMUNITY ASPECTS OF HOSPITALS 


The faculty in the school of accounts, commerce and 
finance of New York University is contemplating in the 
fall curriculum a course of thirty lectures entitled “The 
Economic and Sociological Aspects of Hospitals.” 

The aim of this course is to present a picture of hospital 
and institutional needs from the viewpoint of the com- 
munity, with special emphasis as to whether the com- 
munity has set up in health programs a well correlated 
and coordinated medical and social service to the residents 
of the community. 

A comprehensive study will be made of the various types 
of hospitals and the service rendered by them, as well as 
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of the convalescent and chronic conditions warranting in- 
stitutional care. The various interrelationships between 
medical and social programs together with the organiza- 
tion of medical, nursing, and out-patient departments wil! 
be topics for discussion. 

Vital statistics, economic and sociological factors of dis- 
ease, modern health programs, public health and institu- 
tional medicine will be taken into consideration throughout 
the year. The fundamental principles underlying the solu- 
tion of research problems will be discussed, with special 
emphasis on research opportunities that are available in 
institutions. 

The course will be under the direction of Dr. E. H. 
Lewinski-Corwin, who is at the present time the executive 
secretary of the public health committee of the New York 
Academy of Medicine and the director of the Hospital In- 
formation Bureau, New York. He is a member of the 
board of directors of the New York Tuberculosis Associa- 
tion, and a fellow of the American Public Health Associa- 
tion. 

The course of thirty lectures will be given on Thursdays 
from 8 to 10 p. m. and the fee will be $17 per semester 
of fifteen lectures, plus a small matriculation fee. In- 
quiries should be directed to the Department of Manage- 
ment, New York University, Washington Square South, 
New York. 

This course is given in conjunction with the course on 
institutional management to be conducted by Edgar C. 
Hayhow, superintendent, New Rochelle Hospital, New 
Rochelle, N. Y. 





GRACE HOSPITAL, NEW HAVEN, HAS 
ATTRACTIVE REPORT 


The thirty-seventh annual report of the Grace Hospital, 
New Haven, Conn., has just been published and its at- 
tractive format is matter for comment, contrasted as it 
is with the average rather dull hospital pamphlet offer- 
ing little but a presentation of dry statistical matter. The 
booklet is illustrated with admirable cuts depicting the 
varied services of the hospital and charming vignettes 
are scattered throughout, brightening the appearance even 
of cold statistics. 

This is a forty-page booklet and the reader is introduced 
at once to the purpose of the hospital and the account 
of what has been done during the year, the things pre- 
sumably of primary interest. Lists of names, such as the 
names of the members of the hospital society, directors 
and staff, are placed toward the end of the book. By pic- 
ture and text the hospital’s story is told so that the 
average citizen can understand fully what its service 
means to his community, what the hospital’s burden is and 
his own responsibility for sharing it. Joseph J. Weber, 
formerly editor of THE MopEeRN HospIirA, is the super- 
intendent of Grace Hospital. 


NEW ENGLAND INDUSTRIAL NURSES 
HOLD “OUTING” MEETING 


Sixty-three members attended the “outing” meeting of 
the New England Industrial Nurses’ Association, recently 
held at Providence, R. I. The association members were 
the guests of the Providence Industrial Nurses’ Associa- 
tion on the occasion. Among the speakers of the meeting 
was Dr. John M. Peters, superintendent, Rhode Island 
Hospital, Providence. 

Following the meeting the afternoon was spent in sight- 
seeing tours. 
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INCREASING OPPORTUNITIES PRESENTED 
AT DIETETIC MEETING 


BOUT three hundred dietitians representing a wide 
A variety of fields now open to those trained in the 
science of nutrition attended the ninth annual meet- 
ing of the American Dietetic Association, held at the Am- 
bassador Hotel, Atlantic City, N. J., October 11, 12 and 13. 
The program necessarily covered many diversified sub- 
jects of interest to the dietitian, ranging from the problems 
of hospital and institutional management to the recent 
discoveries that have a direct bearing on the science of 
nutrition. 

The officers for the coming year are president, Florence 
Smith, dietitian, St. Mary’s Hospital, Rochester, Minn.; 
first vice president, Phyllis D. Rowe, dietitian, Johns Hop- 
kins Hospital, Baltimore, Md.; second vice-president, Mary 
Pascoe Huddleson, consulting dietitian, New York; secre- 
tary, Quindara Oliver, Thompson Spa Restaurant, Boston, 
Mass.; treasurer, Theresa A. Clow, Y. W. C. A., Chicago. 
Anne Boler, Riverside, Ill., was re-elected executive secre- 
tary of the association. 

In her presidential address, Dr. Ruth Wheeler, professor 
of nutrition, Vassar College, Poughkeepsie, N. Y., dwelt 
on the progress that has been made in dietetics, which 
compares favorably with the advancements in other pro- 
fessions. She spoke of the recent change in the membership 
requirement of the association which state that members 
are not eligible unless they have a university degree, and 
said that this change was not meant primarily to exclude 
dietitians who do not have a college degree representing 
four years’ work, but that this particular requirement 
was essential in order to raise the standards of dietetic 
administration. She directed attention to the main work 
accomplished by the association during the past year, in- 
cluding the publishing of the Journal of the American 
Dietetic Association and the establishment of the place- 
ment bureau, which is directed by Anne Boler, executive 
secretary. 


Round Tables Prove Practical 


One of the features of interest at the convention were 
the round table luncheons at which members informally 
discussed their problems in groups, each group being as- 
signed certain topics and members choosing the group 
which had the topics of most interest to them. One of 
the luncheons took the form of an alumna meeting at 
which the graduates of certain hospitals met. 

Among the interesting subjects at the round tables were 
purchasing standards, led by Quindara Oliver; the correla- 
tion of theoretical and practical work, by Helen Hubbel, 
Yale University School of Nursing, New Haven, Conn.; 
teaching medical students, by Florence Smith; the training 
of the dietitian for out-patient work, and types of com- 
mercial opportunities, by Margaret Sawyer, Post Bran 
Company, New York. 

One of the interesting informal talks at the round tables 
was that given by Miss Byerly, a pioneer of the field, who 
opened the first diet kitchen, in Philadelphia, in 1893. She 
discussed the project from its beginning and contrasted 
the attitude of the public and the profession then with 
that of today when such institutions have become almost 
as accepted as public playgrounds for children and parent- 
teachers’ meetings. 

The report of the committee on administration, presented 
by Violet Riley, E. Eton Company, Toronto, Ont., con- 





sisted of the presentation of the nutritive survey of food 
upon which the committee has been working during the 
past year. The survey has formulated standards based 
upon the nutritive value of food rather than the cost 
method and is a valuable guide to the dietitian in the large 
hospital. 

Other topics of interest at the administration section 
were food budgeting and the inventorying of a department, 
The subject, “Food Budgeting for Institutions,” was 
handled by Mary Lindsley, Grace Dodge Hotel, Washing- 
ton, D. C., who stressed the necessity for watching the 
minutest details of the department in order to operate it 
economically. “Inventorying, Planning, Routing and Bud- 
geting of Dietary Department,” was the topic discussed 
by Vera Howard, Bellevue and Allied Hospitals, New 
York, who presented a sheet for a detailed inventory of 
department equipment. 

“Cooked Food Standards, How to Establish and How to 
Maintain Them,” was the subject of a paper by Emma 
Smedley, Department of Public School Lunches, Philadel- 
phia, who discussed in detail the organization of the school 
lunch. 

This year the commercial exposition of food products 
and equipment was represented by twenty exhibits of food 
products, books and magazines of allied organizations and 
a professional exhibit by the American Child Health Asso- 
ciation, New York. 





OCCUPATIONAL. THERAPISTS ADOPT 
PLEDGE AND CREED 


The Boston School of Occupational Therapy, Boston, 
Mass., recently adopted the following Pledge and Creed, 
which was also adopted by the American Occupational 
Therapy Association at its tenth annual meeting held in 
Atlantic City, N. J. 

Reverently and earnestly do I pledge my whole-hearted 
service in aiding those crippled in mind and body— 

To the end that my work for the sick may be successful, 
I will ever strive for greater knowledge, skill and under- 
standing in the discharge of my duties in whatsoever 
position I may find myself— 

I solemnly declare that I will hold and keep inviolate 
whatever I may learn of the lives of the sick— 

I acknowledge the dignity of the cure of disease and 
the safeguarding of health, in which no act is menial of 
inglorious— 

I will walk in upright faithfulness and obedience to 
those under whose guidance I am to work and I pray 
for patience, kindliness and strength in the holy ministry 
to broken minds and bodies. 





HOSPITALS DEFRAUDED BY FAKE 
PHOTOGRAPHER 


Reports have been received concerning a photographer 
who has visited several hospitals, particularly in Massa- 
chusetts, taking pictures of institutions in the name of 
THE MODERN HospPITAL. The magazine wishes to inform 
its readers that no one is authorized to take photographs 
in the name of the magazine, and to beware anyone 
alleging to do so. 
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WHAT THE SUPERINTENDENT WANTS FROM 
THE ASSOCIATION" 


By John R. Howard, Jr., Superintendent, New York Nursery and Child’s Hospital, 
New York 


paper on “What the Superintendent Wants from 

the Association,” I thought some of limiting the 
paper to four words, “Nothing but State Business”; but, 
like the minister with his text, I am going to develop the 
theme. 

Certainly the origin of this association was a desire to 
get the hospitals of the state organized to act upon certain 
matters that affect the hospitals within the state but not 
the hospitals outside the state. 

Some of these problems involve interpretation of the 
law, such as corporate hospital liability; some of them 
involve proposals to change the law, such as the bill, last 
winter, to require all anesthetics to be administered by 
doctors; some of them involve the administration of the 
law, such as that concerning nursing education. 

Questions concerning the interpretation of the law can 
best be handled by a committee of experts, or with expert 
advice. It should not be much of a task to list, describe, 
and interpret the few laws in which hospitals are likely 
to be involved. The superintendent does not want to 
hear papers about such laws, or hear them discussed. 
He wants them in black and white, for ready reference. 
And where lawyers disagree about the interpretation of 
such laws, he wants to know just that fact, for, if this 
is the situation, no amount of discussion will settle the 
matter. 


W HEN the program committee asked me to read a 


Foster Legal Education 


Proposals to change the iaw can best be handled, also, 
by a committee of the association. The first duty of this 
committee is to be awake to every proposed change in the 
laws, to organize support for those that are advantageous 
and opposition to those that are detrimental to the in- 
terests of hospitals. Most frequently these matters can 
be handled by the legislative committee of the association, 
and the superintendent is willing to leave the decision 
to a committee selected on the basis of wisdom and experi- 
ence. Occasionally, the committee would want the advice 
of the members of the association. I would point out 
here, that such advice cannot be obtained by mail. The 
sum of individual opinions is very different from that pro- 
duced by the same individuals brought together in a 
group, to work out a decision, and only the latter is of 
value in a problematical and vital concern. This means 
that the members of the association may have to be called 
together. One time this can wait a stated meeting; an- 
other time a special meeting may be necessary. 

Another duty of the legislative committee is to suggest, 
or consider, possible improvements in the existing law. 
One of the greatest weaknesses in American government 
is that the legislatures spend most of their time consider- 
ing bills proposed by Tom, Dick, and Harry, and almost 
no time in planning constructive changes in the law. 
Legislation following such a statesmanlike study as that 
of the Hughes Commission is worth decades of hit and miss 
ae added to the conglomeration already on the statute 

oks. 





*Read at the meeting of the Hospital Association of New York 
State held at Brooklyn, 1926. 


When it comes to such a question as the nursing situa- 
tion, several new elements appear. This question, without 
a doubt, we shall always have with us; and a committee 
on nursing will be a permanent part of our organization. 
The problem divides itself into several parts, however. 
First, what are the present conditions under the existing 
law? Second, what changes in the law do present condi- 
tions suggest? Third, is the administration of the law 
by the board of the nurse examiners satisfactory, and, 
if not, how should it be changed, and how can it be 
changed? Some of these questions should be answered 
by hospital administrators, some by nursing educators, 
some by the nurses, some by the doctors, and most by 
all four. Even the public might be consulted. 


Questions of Fact and Opinion 


Some of them are questions of fact, and others of opin- 
ion. Questions of opinion require consultation and co- 
operation with the state board of charities, the state 
board of nurse examiners and the medical and nursing 
associations. The questions of fact should be settled before 
the question of opinion, and I suggest that the committee 
on nursing address itself accordingly. Facts cannot come 
out of conference; they have to be dug out. And I sug- 
gest, in addition to the usual methods of such studies, 
that all hospitals in the state be urged to report to the 
committee not only the troubles they have had, but the 
troubles they do have, as these problems arise. Only so can 
we get state-wide facts, from small as well as large hos- 
pitals; and only so can we give that assistance to the 
isolated hospital which help should be one of the chief 
aims of the association. 

These are but some of the matters that may be called 
state business. I am not going to express an opinion 
as to whether such a program will take up all the time 
of the association. I should like to point out, however, 
that the chief difference between a national hospital asso- 
ciation and a state hospital association, is that hospitals 
operate under state laws and state supervision, and that 
while such matters of state business as I have suggested 
can have but a limited part in a national program, they 
are the very marrow of a state program. Accounting, 
economy, waste, food, sterilizing, lighting, repairs, organ- 
ization, social service—all are common topics from Oregon 
to Florida; but within the state, we have peculiar interests, 
and perhaps more vital. 

Some of the superintendents would like to see the pro- 
gram limited to matters of state business, and the con- 
ference to one day. If a majority of the members, how- 
ever, or even an important minority, want extended dis- 
cussion of matters of general interest, I, for one, should 
vote for it; but I should urge that state business be given 
the right of way. By this I mean, for instance, that if 
the nursing situation is the state business that most needs 
discussion, it should be given the first place on the pro- 
gram, and should be continued just as long as value is 
coming out of it, and not be shut off to make way for a 
paper on cleaning, or any other general topic. 

If we went to conferences, national or state, just to hear 
papers read, we might as well stay at home and read 
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them in the published proceedings, or hospital magazines. 
A paper should be no more than the opening of a dis- 
cussion. Most conferences are so overpacked with papers 
and self-inflicted “busi-ness” that those who have sweat 
to write the papers are humiliated by having them go un- 
<iscussed and the other members are deprived of what 
they traveled so far to hear. 

Two years ago, at the American Hospital Association 
convention, even the famous round table was so overpacked 
with questions, that the chairman called on one person to 
answer each question, and then said, each time, “That 
question has been so well answered that I will not call for 
further discussion.” What a travesty un a round table. 

Westchester County has a county hospital association; 
Brooklyn has a hospital council, both active organizations. 
Here, in these local associations, it seems to me, is the 
place for the intimate discussion of topics of general 
interest; and “intimate discussion,” by the least of hos- 
pital workers will bring forth more everyday, usable wis- 
dom than any number of papers by leading superintend- 
ents or experts. Hospitals (and hospital workers) are 
such individual creatures that general principles are sel- 
dom applicable and a scheme that works in one place 
cannot be tried in another. That’s why we need intimate 
experiences of many individual hospitals concerning any 
plan, in order to discover the best way to try it in our 
particular hospital. 

In developing the policies of the New York State Hos- 
pital Association, let us not copy other associations, na- 
tional or state, with their ponderous programs and their 
waste of time, money, and gray matter. Let us cut out 
the motions and get down to business. In no other pro- 
fession are men and women so severely confined to four 
walls an‘ inexorable routine. When they do get away, 
their time should be conserved for them, and any spare 
moments devoted to what most of them neglect all too 
much, to the great detriment of their trust. I mean 
recreation, refreshment of body and spirit. 

Following the suggestion in the foregoing pages, that 
the most profitable place for the intimate discussion of 
general hospital problems is in local hospital groups, I 
would urge upon the state association that it do every- 
thing possible to encourage the organization of county hor- 
pital associations throughout the states and possibly of 
hospital groups in the large cities of the state, and that 
pending such organization it would be profitable to en- 
courage the holding of local conferences for the discussion 
of such general topics either under local auspices or under 
the auspices of the state hospital association. 

I would urge further the belief that department heads 
can Icarn most in conferences devoted to their particular 
subject and that the organization of clinics for such de- 
partment heads in one hospital after another in a given 
locality is likely to bring forth more of value than con- 
ferences held away from hospitals an from the physical 
advantages and restrictions without which so many plans 
and problems are impossible to understand. 





LOCATING THE MEDICAL SCHOOL 


If conditions warrant the development of a medical 
school, the first essential is that the school be in close 
contact with the university. This does not mean that 
the school must be on the college campus. It is desirable, 
if possible, to have the medical school in close contact 
with the other scientific departments of the university, 
especially those of chemistry, physics and biology. 

There is, however, another factor that must be con- 
sidered, and that is the desirability of having the medical 
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department in contact with a great general hospital, with 
dispensaries and with special hospitals, such as maternity, 
children’s, orthopedic and contagious. 

The ideal situation is one in which the medical schoo] 
can be developed in contact both with the great hospitals 
of the community and with the scientific departments of 
the university. Local conditions may prevent this, in 
which case the university must choose between contact 
with the scientific departments of the university or con- 
tact with a group of hospitals. In making this decision 
it must be remembered that hospitals and dispensaries 
are absolutely essential. 

Whichever location is chosen, the first essential is to 
secure a large block of ground, from ten to twenty acres, 
for present needs and future developments, large enough 
to accommodate not only the medical school building but 
a large general hospital and dispensary and a number of 
special hospitals. The university should be in a position 
to furnish ground in close contact with its medical school 
buildings, on which special hosptals can be built. 

—Journal of the American Medical Association. 


CONVALESCENT !NSTITUTIONS BRIDGE A 
GAP BETWEEN ILLNESS AND HEALTH 


Speaking on “Relations of Child Convalescence to Hos- 
pitals and Other Health Organizations,” Dr. Frederic 
Brush, medical director of the Burke Foundation, White 
Plains, N. Y., pointed out some of the functions of the 
convalescent institution. He said in part: 

“Note that the term ‘hospital waste’ has wellnigh dis- 
appeared from discussion in the past few years, yet one 
large waste continues—that of wrong patients occupying 
beds, for wrong periods of time, both too long and too short. 
The country convalescent branch may obviate much of 
this hospital clogging and help to keep the border-zones 
cleared by vacating beds rightly and by preventing recur- 
rence, semi-invidalism, nerve and mental deviations, dis- 
ease incidence; and in caring for many of the lesser ills. 
The hospital, given the desirable auxiliaries of adequate 
house follow-up and country convalescence, may well bring 
to the community, and at the same price, a 20 to 30 per 
cent increase in health educational service that cannot 
be procured otherwise. 

“The present high hospital costs are being scrutinized 
and questioned. They can be justified only if the hospital 
is reserved for its highly specialized work. A day’s care 
in the best hospitals costs from four to five dollars, in 
country convalesence one and one-half dollars (one-third), 
in supervised house convalescence not more than seventy- 
five cents per day. The question of adding convalescent 
rather than hospital beds is wisely being considered in 
several of our large cities. 

“New buildings should cost only one-third to one-half 
as much per bed as do hospitals, so modest are the re- 
quirements, but it generally proves most economical and 
feasible to adapt existing structures, which are often 
donated, and which serve even better than new because 
of the many accrued conveniences and softened, restful 
environments. Each bed will discharge from fifteen to 
twenty patients yearly, and a small plant accommodates 
a large number of beds. The per-patient cost will be about 
the same for small and large institutions—from five to 
six hundred dollars per year per bed. Organization and 
management are simple; but it is essential that the ad- 
missions go through one person. A central admission 
office and clearing place for several institutions may be 
practicable.” 
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SOUTHERN ARCHITECTURE EXEMPLIFIED IN 
SMALL FLORIDA HOSPITAL 


By W. N. P. Darrow, St. Augustine, Fla. 


Spanish in 1565, it was without adequate hospital 


great so that as the hospital stands today it represents 


A LTHOUGH St. Augustine, Fia., was founded by the under the existing conditions the cost of construction was 


facilities until 1889, when, through the generosity 
und foresight of Henry M. Flagler, pioneer and builder of 
modern Florida, the Flagler Hospital was founded. And 
while all of the buildings that constituted the original 
institution have been replaced, it is worthy of note that 
four members of the original board of trustees, together 
with the president of the Flagier Hospital Association, 
Andrew Anderson, are still in the active service of the 
institution. 

The replacement of this building was made neccessary 
tecause of the disastrous fire that destroyed the main hos- 
pital in 1916. Fortunately, no lives were lost although a 
number of patients were in the building at the time. The 
only building to escape this fire was the nurses’ home 
which had been erected and dedicated the previous year, 
and which is equipped in the most modern manner, being 
provided with spacious living rooms, individual bedrooms 
with private baths, screened sleeping porches and other 
appreciated features. 

The destruction of the main hospital building came at 
a time when its replacement was unusually difficult be- 
cause of rapidly fluctuating costs of material, increasing 
labor costs, serious labor shortage and an unwillingness 
on the part of contractors to accept definite obligations. 
In spite of these obstacles, however, the present hospital 
was erected and equipped, largely through the efforts of 
Fred A. Henderich, architect, St. Augustine, who super- 
intended the work without the help of contractors. This 
building, shown in the accompanying illustration, was 
opened to patients early in January, 1921. Naturally, 


an investment of about four hundred thousand dollars. 

A site unsurpassed for the comfort and care of patients 
was selected for the institution in the southern part of 
the city, overlooking Matanzas Bay. The hospital is on 
the edge of the water, in full view of Anastasia Island 
and the ocean beyond. On the other sides are open spaces 
and parks in which have been planted palms and other 
semi-tropical trees. 


Open Fireplace in Reception Room 


At the main entrance of the hospital is a spacious, com- 
fortable reception room. The large open fireplace with 
its old andirons, the mahogany furniture and rich blue 
draperies afford a delightfully homelike and pleasant at- 
mosphere. The reception room opens into a wide corridor 
that runs the entire length of the building. In this cor- 
ridor have been installed double glass doors for the 
separation of the different departments. In addition to 
the broad stone staircase that goes through the center of 
the building from the first to the fourth floors, the dif- 
ferent floors are connected by a large automatic electric 
elevator and high-speed dumb-waiters. 

The northern wing of the first floor contains the general 
and minor operating rooms, anesthetic room, scrub-up and 
surgeons’ dressing rooms, as well as the x-ray department, 
electrical treatment room, hydrotherapeutic room, drug 
and supply storage and sterilizing room. The ambulance 
entrance is at the extreme northern end of the building. 

In the southern wing is found an attractive dining room 
for nurses, whose windows command a beautiful view of 
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The large solarium, with sliding glass windows. 


the bay. Here also is a convenient dressing room for 
nurses on special duty. The balance of this wing is oc- 
cupied by a men’s ward of sixteen beds and a two-bed 
ward for critically ill ward patients. All of the wards 
are roomy, and have an abundance of fresh air and sun- 
shine. Each division is a complete unit, consisting of 
diet kitchens, linen closets, utility rooms and baths. 

There are nineteen private rooms on the second floor, 
as well as a woman’s ward, two-bed wards and children’s 
ward. Many of the private rooms have individual baths 
and loggias, the others having connecting baths and access 
to open porches. The color scheme has been carried out 
in soft tones, gray or buff, with furniture to match. Ten 
private rooms, together with the obstetrical department 
and supply rooms, are on the third floor. 


Solarium Commands Fine View s 


Perhaps the most appreciated feature of the hospital 
is the beautiful, and exceptionally large, solarium, situ- 
ated at the south end of the third floor. This spacious 
room, with sliding glass windows on three sides and up- 
holstered wicker furniture, commands a view of unusually 
fine scenery on each side. Open parks with a profusion 
ef palms, shrubs and flowers are to the west and south, 
while a sparkling, tide-governed, creek winds its way to 
the bay on the east. The pleasure and relaxation af- 
forded patients by this view, where also can be seen the 
friendly lighthouse on Anastasia Island standing perpetual 
guard over the hospital, can well be imagined. One of the 
unusual physical features of this solarium is the large 
skylight which has been installed in its roof. 


In an adjoining building is located a department for 
colored patients. This department consists of two private 
rooms and two large wards. In the rear also is the isola- 
tion department where care is given those afflicted with 
contagious disease. This building is a one-story structure, 
of the same architecture as the other buildings, and con- 
tains four separate units of two rooms and a bath each. 

The organization of the hospital conforms to the stand- 
ards of the American College of Surgeons. 





COURSE OF LECTURES ON CHOOSING MUSIC 
FOR WARDS 


The National Association for Music in Hospitals, New 
York, announces a course of lectures for nurses and musi- 
cians in the practical field of taking the right kind of 
music to the bedside of patients in hospital wards. 

Instruction will be given by Mrs. Isa Maud Ilsen, di- 
rector of music for the association, and will consist of 
lectures on the many phases of the psycho-physiological 
effect of music and musical instruments on the sick, to- 
gether with training with actual service in conducting 
properly organized programs in hospital wards. 

Mrs. Ilsen instituted the first course of study which any 
college had offered in the psycho-physiological effect of 
music on humanity, at Columbia University in 1910. Since 
then, she has broadened the course of study many fold 
and the facilities for actual test of what the student has 
acquired are sufficiently extensive to qualify the student 
to institute and take charge of musical programs. 
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OCCUPATIONAL THERAPISTS HOLD FOUR-DAY 
MEETING AT ATLANTIC CITY 


HE tenth annual meeting of the American Occupa- 
T tional Therapy Association was held at Atlantic 

City, N. J., September 26, 27, 28 and 29, in con- 
junction with the meeting of the American Hospital Asso- 
ciation, and was acclaimed as the most successful in the 
history of the association. Nearly 300 workers registered 
and the sessions were also largely attended by visitors 
from the other association meetings held at the time. 

The exhibit of patients’ work was more attractive than 
ever, about forty hospitals and sanatoriums being repre- 
sented. In addition to craft products, many interesting 
charts showing the development of patients through care- 
fully graded work were shown. Of special interest were 
some appliances developed to assist crippled patients in 
the manipulation of tools for bench work and to correct 
deformities caused by accident or disease. 

An innovation was made this year by arranging the 
exhibits in groups, according te the type of hospital. The 
largest group of exhibits was from mental hospitals and 
comprised a most attractive collection of work; the large 
number of articles made from waste materials being 
particularly remarkable. Tuberculosis sanatoriums, gen- 
eral hospitals, orthopedic and children’s hospitals were also 
well represented together with work done by home-bound 
children and adults. 

At the opening session, an impressive invocation was 
pronounced by the Rev. Wm. C. Emhart, D.D., Philadel- 
phia. Dr. R. G. Brodrick, director of hospitals, Alameda 
County Hospital, San Leandro, Calif., president-elect, 
American Hospital Association, presented the greetings of 
that body, and also brought greetings from the California 
Occupational Therapy Association, of which he is one of 
the directors. Dr. M. T. MacEachern, associate director, 
American College of Surgeons, hospital activities, Chicago, 
also spoke. 

In his presidential address, T. B. Kidner, New York, 
reviewed the past history and steady growth of the asso- 
ciation, with which he has been connected since its be- 
ginning, and pointed out the steady increase in the influ- 
ence and value of the association and its many accom- 
plishments. The minimum standards of training set up 
by the association are being generally observed by the 
training schools and it is gratifying to know that several 
of the schools have lengthened their courses beyond the 
minimum standards. 


Increased Interest in Rehabilitation 


The increased interest in the rehabilitation of the sick 
and disabled, after they leave the hospitals, has also 
caused an increase of interest in curative work in the 
hospitals, and in many places these two phases of work 
for the sick are being carried on in close cooperation. 
There is a steady demand for trained workers, especially 
in orthopedic hospitals, and the future is bright with hope 
for the increasing use and development of occupational 
therapy in all types of illness. 

The report of the honorary secretary-treasurer, Mrs. 
Eleanor Clarke Slagle, New York, was received and 
adopted with acclamation, and a hearty vote of thanks 
accorded for her devotion to the work of the association 
and to occupational therapy in general. The report stated 
that there are now twenty state and local associations 
that are cooperating in every way possible with the 
national organization. 


The placement service had a busy year, and many hos- 
pitals were aided, by advice and counsel, to establish 
departments or further develop departments already es- 
tablished. Requests for advice were received from various 
other countries, and, altogether, the work of the national 
office has greatly increased. 

The appointment in January, last, of a full-time office 
secretary, which office was made possible by the special 
fund established by members and friends of the associa- 
tion, has somewhat relieved the voluntary officers of the 
heavy work undertaken by them, but the many calls on 
the national office demand more full-time workers, the 
report showed. The decision of the members at the 1925 
annual meeting to include the subscription to Occupational 
Therapy and Rehabilitation, the official organ of the asso- 
ciation, marked a definite forward step. 


Endowment for Milwaukee-Downer Work 


The secretary-treasurer also reported with much pleas- 
ure that Mrs. Horace Upham of Milwaukee, mother of 
Mrs. Carl Henry Davis, one of the members of the board 
of management of the association, had donated the sum 
of $25,000 to Milwaukee-Downer College, Milwaukee, to 
be used as an endowment for the training school for occu- 
pational therapists which has for many years been car- 
ried on by the college. 

Dr. Horatio M. Pollock, New York State Hospital Com- 
mission, New York, gave a scholarly but very practical 
address on “Educational Principles in Occupational 
Therapy.” 

The need for further dissemination amongst the medical 
profession, of information and knowledge regarding the 
aims, principles and methods of occupational therapy was 
stressed by Everett S. Elwood, managing director, National 
Board of Medical Examiners, Philadelphia, who gave an 
illuminating address. 


Occupational Work With Children 


Occupational therapy work with children was the sub- 
ject of the second session, which was opened by a com- 
prehensive and useful paper on “Organizing an Occupa- 
tional Therapy Department in a Children’s Hospital,” by 
Winifred Conrick, director of occupational therapy, The 
James Whitcomb Riley Hospital, Indianapolis, Ind. The 
remainder of the session was devoted to a symposium on 
various related topics, the readers of papers and those 
opening discussions being limited to five minutes. This 
was the first time the association had adopted the sym- 
posium method with short-time limitations, and its success 
at this and succeeding sessions fully justified the decision 
of the program committee. The following topics were 
considered in the symposium by the persons named: “Pre- 
cautions Necessary. With Orthopedic Cases”—Marjorie 
Taylor, Robert Breck Brigham Hospital, Boston, Mass., 
and Dr. Joseph B. L’Episcopo, Long Island College Hos- 
pital, Brooklyn, N. Y.; “Occupational Therapy During 
Convalescence”—Ruth Browning, Convalescent Home, 
House of St. Giles the Cripple, Brooklyn, N. Y., and 
Marion Clark, University Hospital, Ann Arbor, Mich.; 
“Occupational Therapy for Out-Patients and Home-Bound 
Persons”—Caroline Bean, Fraternity for Friendly Service, 
New York, N. Y. 

Winifred M. Smith, Children’s Free Hospital, Louis- 
ville, Ky., spoke on the “Relationship Between the Work 
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of the Occupational Therapist and the Academic Teacher 
in a Children’s Hospital or a School for Crippled Chil- 
dren.” Eloise Palmer Finley, Association for Crippled 
and Disabled, Cleveland, Ohio, had as her topic of discus- 
sion “The Disposal of the Products of Children’s Occupa- 
tional Therapy Departments.” 

The third session was devoted to “Occupational Therapy 
in Mental Diseases,” and began with a thorough presenta- 
tion of the subject from the viewpoint of a superintendent 
of a state mental hospital, by Dr. C. Floyd Haviland, 
Manhattan State Hospital, Ward’s Island, N. Y. Dr. 
Haviland said that the years had only confirmed the 
opinion he had voiced long ago, that “Occupational Ther- 
apy is the Most Valuable Single Aid Yet Developed in 
the Care and Treatment of Mental Cases.” 

Dr. Ross McC. Chapman, Sheppard & Enoch Pratt Hos- 
pital, Baltimore, Md., followed with an able presentation 
of the subject from the viewpoint of the superintendent 
of a private mental hospital, and contrasted some of the 
differences in method, though not in principles, between 
work in public and private hospitals. 


Symposium on Vocational Training 


A symposium on various aspects of the subject occupied 
the rest of the session and proved most valuable and in- 
teresting. 

“Arranging for Practice Training in State Hospitals 
for Undergraduate Students of Training Schools” was 
presented by Mary Putman, division of mental health, 
State Department of Welfare for Pennsylvania, Harris- 
burg, and discussed by Harriet A. Robeson, Kings Park 
State Hospital, Kings Park, N. Y. 

“The Value and the Limitations of the Use of Attendants 
in Occupational Therapy Departments in Mental Hos- 
pitals” was dealt with by Marion R. Spear, Kalamazoo 
State Hospital, Kalamazoo, Mich. 

Mrs. Henrietta Price, Sheppard & Enoch Pratt Hos- 
pital, Baltimore, Md., presented the topic “Some Special 
Problems in Private Mental Hospitals,” which was de- 
veloped by Pauline Gundersen, Bloomingdale Hospital, 
White Plains, N. Y., who made a strong plea for dynamic 
occupational therapy. 

Amy Baker, Four Winds Sanitarium, Katonah, N. Y., 
spoke on “Organizing Occupational Therapy in a Small 
Private Hospital,” which was discussed by Kathryn Root, 
Medical Workshop, Stamford, Conn. 

“Occupational Therapy in an Out-Patient Clinic for 
Mental Cases” was discussed by Marguerite Emery, Mt. 
Sinai Hospital, New York. 

The topic “Waste Materials Available for Occupational 
Therapy in a Large Mental Hospital” was presented by 
Helen Theiss, Manhattan State Hospital, Ward’s Island, 
N. Y., and was discussed by several members. 

The fourth session was allotted to the important subject 
of “Occupational Therapy and Rehabilitation” and was 
opened with a valuable paper on “The Interrelation Be- 
tween Occupational Therapy and Subsequent Vocational 
or Industrial Rehabilitation,” by Oscar M. Sullivan, di- 
rector, re-education of disabled persons, State Department 
of Education, St. Paul, Minn. The paper dealt clearly and 
comprehensively with the underlying principles, and also 
gave interesting details of the fine cooperation that has 
been developed in Minnesota between the occupational ther- 
apy departments of the hospitals and the state industrial 
rehabilitation division. 

Mr. W. F. Faulkes, president, National Civilian Re- 
habilitation Conference, and Wisconsin State Supervisor 
of Vocational Rehabilitation, gave an able and informative 
paper on “The Curative Workshop From the Viewpoint 
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of Industrial Accident Compensation.” The indusirial ac- 
cident insurance companies are using curative workshops 
in numerous places today, and are finding that the period 
of disablement can be considerably shortened in many 
cases by suitable curative exercises under a properly quali- 
fied occupational therapist. 

A symposium on topics relating to the subject of the 
session was then opened by Mrs. Gertrude Sample, U. §. 
Veterans’ Bureau Hospital No. 30, Oteen, N. C., who spoke 
on “Combining Curative Work With Vocational Training 
in a Tuberculosis Sanatorium,” and gave numerous ex- 
amples of cases in which this had been possible during 
the prolonged sanatorium treatment for tuberculous pa- 
tients. 

“The Establishment of Occupational Therapy Clinics in 
Cooperation With a State Department of Re-Education 
for Disabled Persons” was ably dealt with by Martha 
Emig, Duluth Occupational Therapy Association, Duluth, 
Minn., and the discussion led by Dr. Harry H. Kessler, 
acting medical director, Newark Rehabilitation Clinic, 
Newark, N. J. 

On Tuesday evening, at Hotel Brighton, an informal 
reception of members and guests by the officers and board 
of management of the association, proved a pleasant and 
interesting feature of the meeting. After the reception, 
brief informal reports of the work of various state and 
local associations were made and members from districts 
in which no organization yet exists also gave accounts of 
the progress of the work in their respective districts or 
states. 

The fifth regular session was devoted in the first half 
to “Occupational Therapy for Tuberculosis Sanatorium 
Patients,” and was opened with a scientific but, withal, a 
practical paper by Colonel David Townsend, superintend- 
ent, National Sanatorium, Tenn., on “Prescribing Occupa- 
tional Therapy for Sanatorium Patients, With Special 
Reference to Their Physical Limitations.” This was fol- 
lowed by a symposium beginning with the presentation 
of the topic, “Outdoor Occupations for Sanatorium Pa- 
tients,” by Margaret Biggerstaff, Broadlawns Hospital, 
Des Moines, Ia., who described the successful garden club 
formed among the patients of that institution. The dis- 
cussion was led by Mary Shanklin, National Military 
Home, Dayton, Ohio. 

“The Hospital or Sanatorium Magazine as an Occupa- 
tional Therapy Activity” was the next topic, and was ably 
presented by Mrs. Byron M. Harman, Essex Mountain 
Sanatorium, Verona, N. J., who conducts the successful 
magazine printed and issued by the patients of that in- 
stitution. 


Sanatorium Patients as Assistants 


The topic “Using Sanatorium Patients as Assistants,” 
was presented in an interesting manner by Dr. Mary G. 
Schroeder, president, Occupational Therapists of Illinois, 
Chicago. 

This was followed by a short symposium on occupa- 
tional therapy in general hospitals. Mary E. Merritt, 
Bellevue Hospital, New York, spoke on “Some Problems 
of Administration of Occupational Therapy of General 
Hospitals,” which was further discussed by Mrs. Olive 
Carey, Michael Reese Hospital, Chicago. Alice Dean, 
Evanston Hospital Association, Evanston, IIl., followed 
with an interesting presentation of the topic “The Volun- 
teer Worker.” 

An informative and interesting paper on a phase of 
occupational therapy that has not been greatly developed 
was then given by Dr. Ransom H. Sartwell, State In- 
firmary, Howard, R. I., whose subject was “Occupational 
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Therapy in an Infirmary.” Dr. Sartwell’s paper showed 
that the work is of great value and benefit for inmates of 
infirrmaries or other institutions for elderly persons. 

“Occupational Therapy in a Hospital for Chronic Dis- 
eases” was the subject of an extremely interesting paper 
by Jacob Goodfriend, assistant to Dr. Ernst P. Boas, 
Montefiore Hospital, New York, who described the work 
of the occupational therapy department which has been 
a feature of that hospital for many years past. 

The discussion on the papers of Dr. Sartwell and Mr. 
Goodfriend was led by Mrs. Alice Stratton, Metropolitan 
Hospital, Welfare Island, N. Y. The association also felt 
honored to have some remarks from Dr. Bird Coler, com- 
missioner of welfare, New York, who has always been 
a strong believer in the value of properly organized occu- 
pational therapy in public institutions. 

The association was also honored by the presence at 
several of the sessions of Dr. F. J. H. Coutts, head, Tu- 
beruculosis Division of the British Ministry of Health, 
London. Dr. Coutts is keenly interested in the work of 
the association and spoke at two of the sessions. He 
expressed his surprise and pleasure at the evidences of 
growth and vigor of the work, as shown by the large 
attendance at the meetings, the quality of papers presented 
and the remarkable exhibit of patients’ work. 

The concluding session of the convention was devoted 
to the reception of reports of standing and special com- 
mittees, the election of officers and the adoption of im- 
portant resolutions. 

Dr. Wm. R. Dunton, Jr., Harlem Lodge, Catonsville, 
Md., presented the report of the standing committee on 
publicity and publications, and urged that members send 
in articles and items of interest for the official organ of 
the association, Occupational Therapy and Rehabilitation, 
which is now issued regularly to all sustaining and active 
members. 


Special Fund for Full-Time Secretary 

Mrs. Frederick W. Rockwell, Philadelphia, presented the 
report of the standing committee on finance. The grati- 
fying response to the appeal for the special fund for the 
employment of a full-time office secretary was reported, 
but the need for more funds to. enable the association to 
undertake various work that is crying out for attention 
was strongly emphasized. The committee recommended 
that every member should make it his or her business 
to get a new member. It was also suggested that many 
active members could well afford to become sustaining 
members and in response, a number of active members 
present rose and announced their intention of so doing. 

The report of the standing committee on research and 
efficiency, of which Mrs. May K. Kribben, Barnes Hospital, 
St. Louis, Mo., was chairman, but who was unable to be 
present, was received and will be published with other 
reports in the official organ. 

Harriet A. Robeson, Kings Park State Hospital, Kings 
Park, N. Y., chairman of the standing committee on 
installations and advice, presented a very interesting and 
valuable report of progress on the studies that are being 
made by the committee on the value of the various crafts 
in different diseases and disablements. 

Many leading workers in the hospital field are cooper- 
ating in these studies, from which it is confidently ex- 
pected that valuable data will be obtained. 

Alberta Montgomery, Walter Reed Hospital, Washing- 
ton, D. C., chairman of the standing committee on methods 
of teaching, presented the report of the committee’s ac- 
tivities. Comparative studies have been made of the 
curricula of the various training schools, and assistance 
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has also been furnished to the special committee on national 
registration. 

The valuable report of the special committee on ex- 
hibits at annual meetings under the able chairmanship of 
Mary Shanklin, National Military Home, Dayton, Ohio, 
has already been published in the official organ and many 
of its recommendations were adopted by the program 
committee for this annual meeting. 

The report of the special committee on the establishment 
of a scheme of national registration for qualified occupa- 
tional therapists, was presented (in absentia) by the 
chairman, Dr. John D. Adams, Boston, Mass. The report 
recommended that immediate steps be taken to establish 
a national register, and was unanimously approved by 
vote of the members present. On all hands the opinion 
was expressed that this action marked an important mile- 
stone in the development of occupational therapy in gen- 
eral and of the work of the association in particular. 

On the recommendation of the committee on resolutions 
votes of thanks and appreciation were passed with ac- 
clamation to the following: 

1. The officers and members of the board of manage- 
ment and the chairman and members of the standing and 
special committees, for their loyal and untiring efforts 
which have made possible much of the success of this 
meeting. 

2. The several agencies which have done so much to 
make this a successful convention. In particular, the 
thanks of the members are due to: (a) The American 
Hospital Association for the excellent arrangements for 
exhibit space and the commodious hall in which the ses- 
sions have been held; and, (b) the occupational therapy 
department of the Manhattan State Hospital for the print- 
ing of our program; an achievement of which the depart- 
ment may well be proud. 

Resolutions were also presented and unanimously passed 
on the following subjects: (a) That the national associa- 
tion prepare minimum standards for state associations; 
(b) that the association continue its policy of meeting 
in conjunction with the American Hospital Association; 
(c) that the nominating committee be appointed within 
sixty days of the close of the annual meeting and that its 
report be ready in time to send out to the members with 
the program for the next annual meeting; (d) that the 
business session of the annual meeting be open only to 
members entitled to vote. 

The report of the nominating committee recommended 
the re-election of all retiring officers and this vote was 
carried unanimously. 

The Boston School of Occupational Therapy having re- 
cently adopted a “Pledge and Creed for Occupational 
Therapists,” it was proposed and carried unanimously 
that it be adopted by the association. 


During the years 399 to 413 A. D., Fa-Hian, a Chinese 
monk, traveled extensively in India. Upon arriving at 
Patna, formerly the capital of Asoka, he found “a great 
festival on the eighth day of the moon when people re- 
paired thither from all of the provinces, and the dele- 
gates whom the chiefs of the kingdom maintain in the 
town have each established there a medicine house of 
happiness and virtue. The poor, the orphans, the lame 
and all the sick of the provinces repair to these houses 
where they receive-all that is necessary for their wants. 
Physicians examine their complaints; they are supplied 
with meat and drink according to expedience, and medi- 
cines are administered to them. 
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A BASIS FOR MUTUAL UNDERSTANDING BETWEEN 
PHYSICIANS AND SOCIAL WORKERS* 
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From the Standpoint of the Executive 


By Joseph C. Doane, M.D., Medical Director and Superintendent, Philadelphia General Hospital, 
Philadelphia, Pa. 


tion of a more definite and understanding cooperation 

between the doctor and the social worker. The hos- 
pital executive should not occupy a dignified and safe 
position on the side lines and act as an observer or even 
as an impartial referee between these persons. 

It seems to me that there is some need for a better un- 
derstanding between the administrator and the social 
worker, and that a clarification of these intra-hospital 
relationships will go far toward bringing the service of 
the social worker more certainly to the aid of the doctor, 
in the treatment of his patient. 

Many years ago we learned that things equal to the same 
things are equal to each other. Administratively, para- 
phrasing this geometrical statement, it would appear that 
if the doctor and the superintendent are in agreement as 
to the ends to be gained in hospital work, and the social 
worker and the administrator are in like accord, no valley 
of distrust should separate the doctor and the social 
worker. Moreover, the administrator occupies the pivotal 
position, and is equipped, in consideration of his official 
place and his training, to act as an efficient liaison officer 
between these professional workers. 

Hospital social service is a growing child, born in the 
early days of the twentieth century, which gives ample 
promise of developing into a universally useful and un- 
selfish maturity. The morbidity record of its first two 
decades of life discloses the fact that it has been afflicted 
with certain ailments of minor importance, from which 
convalescence has been rapid and uneventful. 


Boston the Parent of Social Work 


’Twas left for Boston, the erudite, to demonstrate to the 
medical world that often sick people have more organs 
and attributes than their hearts and livers, or virtues and 
vices which may happen at the time to be refractory. It 
was almost simultaneously discovered that the story of the 
hospital life of the sick man is often but a comparatively 
brief, and sometimes unexciting, episode in the patient’s 
life volume, containing no tragedies, or illustrations; that 
a true understanding of the drama-tragedy, or sometimes 
even comedy, represented by the patient’s life, can only 
be gained by a reading and rereading of earlier chapters 
in the story of his vital history. 

Thus came into existence a group of persons—of special- 
ists—whose duty it was skillfully to complete this volume, 
for the sole purpose of making possible a true estimation 
by the doctor of the patient’s illness. 

It has been repeatedly emphasized that the function of 
the hospital social worker is to aid in preventing sickness 
and in the relief of those who are ill. But, although a 
goodly portion of the hospitals in this country have ac- 
cepted the medical social worker as an essential member 
of their personnel, yet there are institutional executives, 
as well as not a few members of the visiting staffs of our 


"Ts object of this symposium appears to be the promo- 


hospitals, who still scoff at the need for her service. There 


*Papers read before the social service section, American Hospital 
Association conference, Atlantic City, N. J., September 28, 1926. 


are those who honestly believe that the chief function of 
social service is noisily to agitate long-closeted ancestral 
skeletons; unblushingly to inquire relative to matters 
which are usually not considered as suitable topics for 
mixed conversation. There are others, who, with lifted 
eyebrows and shrugged shoulders, maintain an oppressive 
and seemingly hopeless silence when the subject of hospital 
social service is mentioned. And there is yet another type, 
which finds its representatives on hospital boards, and 
among institutional executives, and physicians, who, while 
believing that there is much of good in the practice of 
social medicine in the hospital, hopelessly muddle a well- 
intended prescription because of a lack of knowledge of 
social diagnosis and therapeutics. Fortunately, there are 
many executives, doctors and nurses, who respect the social 
worker as a well-trained specialist who can render to the 
patient a valuable service, which aids in speeding his re- 
turn to health and usefulness. 


Mutual Lack of Understanding 


Nor is this lack of understanding of the aims and 
methods of others in the hospital personnel always on the 
side of executives or physicians. There are hospital social 
workers who look upon the man or woman who under- 
estimates or misuses their abilities, as a fossilized in- 
dividual whose dotage has long since become well advanced. 
There are social workers who smile pityingly when a 
request to locate Mr. Sullivan’s false teeth comes from 
the medical ward, when a much more interesting and diffi- 
cult social request might as easily have been forthcoming. 
There are workers, who not thoroughly understanding just 
where their duties begin and end, and failing to learn or 
regard lines of authority in hospital organization, get hope- 
lessly in the bad favor of resident physicians and nurses 
by seeming aimlessly to meddle in the business of getting 
the patient well. And there is the social worker—who 
typifies the majority of her profession—who, possessing 
adequate education, tact and native judgment, quietly 
but efficiently performs the work of her hospital specialty, 
so that all quickly recognize her true value to her institu- 
tion. 

When the last named types of executives, doctors and 
social workers find themselves laboring together, a great 
good results from this intelligent, cooperative teamwork. 

Is there a common ground upon which hospital superin- 
tendents and social workers may meet? How can these 
professional types, which so often misunderstand and im- 
properly evaluate the methods and aims of the other, be 
brought to a state of efficient and frictionless cooperation? 

It would seem that I might end my thesis here by stating 
that each can and must strive for but one end—the speedy 
and permanent relief of sickness—that with this purpose 
actuating their every professional thought and action no 
time or excuse for misunderstandings can exist; that the 
basis of their mutual efforts must be the welfare of the 
sick man. But hospital superintendents and social work- 


ers, contrary to the belief in some quarters, are not usually 
super-men and women, but are just people, who, while pos- 
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sessing many admirable qualities, often exhibit some very 
human traits. As a result, the hospital social worker 
finds herself and her department misunderstood by the 
hospital superintendent, or vice versa. What are the 
basic causes for this unfortunate, and, to the patient, 
most serious lack of mutual understanding? Briefly, it 
appears that they are the following: 

1. A lack of knowledge on the part of hospital execu- 
tives of the aims and methods of the modern well-trained 
social worker; or, what is even worse, the presence of a 
preconceived conviction as to the doubtful value of the 
practice of social medicine in the hospital. 

2. A lack of understanding, or observance, on the 
part of the worker, as to the organization, lines of au- 
thority, and methods of conducting the daily work of 
the hospital. 

38. Improper organization of the hospital, insofar as 
the social service department is concerned. 

4. Lastly, a lack on the part of both of certain basic 
qualities, such as tact, administrative ability and pli- 
ability, which should be inherent, and which serves to 
make the executive hasty and arrogant, or the social 
worker restive, or insubordinate under the authority of 
the former. 

Faulty preparation of either for his or her specialty 
may, in a measure, produce the same result. 

That there is too great diversity of opinion among 
executives as to the nature of the return to the hospital 
expected from the activities of the social service depart- 
ment seems indubitable. To some, the social worker is 
a glorified, and yet not altogether satisfactory, bill col- 
lector. She is sent on miscellaneous errands and asked to 
perform various institutional tasks for which there is no 
provision in the personnel of the hospital budget. Her 
position in some institutions is to be classed somewhere 
between that of a cash girl in a department store and 
the telephone clerk at the information desk. For ex- 
ample, in a certain hospital the superintendent is content 
to require or allow the social worker to perform the 
duties of the clerk who answers the telephonic queries of 
the public, relative to the condition of patients. This 
may be done just as satisfactorily by an untrained per- 
son receiving fifteen dollars a week for her services. 


A Part of Business Office 


In another, the social service department is a part of 
the business office, being housed therein, and a large 
proportion of the social worker’s time is consumed in 
making financial investigations. This is the acme of 
mistakes in organization and a faulty and expensive 
utilization of the time and effort of the representatives of 
what should be a highly trained specialty. In passing, it 
may be observed that where such an arrangement exists, 
usually the personnel of the social service department in 
question is undertrained, or undervisioned, or underpaid, 
or it would not be content to work many days in such 
a false position. 

Such a status is not conducive to a proper respect 
by others in the hospital family and the reason for such 
a waste of time and talent may sometimes be found 
(indeed, usually is found) in a misconception on the part 
of the superintendent as to what the medical social worker 
should really be doing for the patient. This misunder- 
standing may be due to lack of proper preparation for 
the job of conducting a hospital on the part of the hos- 
pital administrator. It may result from a failure to 
realize that the medical social service division ofttimes 
has as definite a contribution to make toward speeding a 
return of the patient’s health as has the laboratory, 
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x-ray or physiotherapy department; that the social 
worker is to go out into the community in a quest for 
facts, which will aid in the cure of disease. If perchance, 
she returns with dollars in coin, or in knowledge of a 
patient’s ability to pay, as well, it is a fortunate, but not 
an essential circumstance. Then, too, this uncertainty 
in the mind of the superintendent as to the importance to 
the patient of good, well-conceived and executed social 
service work ofttimes leads to the lowering of standards 
for social workers and the employment of persons, who, 
while of satisfactory personality and high social standing, 
are not qualified, from an educational standpoint. The 
social service department is not the catch-all for widows 
of formerly distinguished, but now deceased staff or board 
members. 

The housing of this department in accessible and in- 
sufficiently lighted and ventilated quarters is another 
handicap, which this same frame of mind, on the part of 
the executive, brings. 


Acquainting Undergraduates With Social Work 


More thoroughly to acquaint the undergraduate in 
medicine with the social aspect of disease, both as to 
cause and cure, and to give social service work a promi- 
nent place in the curricula of schools for hospital ad- 
ministrators, are steps which should require but little 
argument to convince educators of their wisdom. 

In the curricula of most schools for social service, more 
or less instruction is given in the organization and con- 
duct of hospitals. Usually, a qualified hospital admin- 
istrator is chosen to deliver these talks. An effort is 
made by graphs or charts to show the routing of orders 
and correspondence, and to set forth the relationship of 
the various major members of the hospital personnel. 

The new social worker, knowing, for example, that 
there is but one path from her desk to the chief engineer 
(and that by way of the superintendent’s office) does not 
early become mired in the swamps of institutional discord 
before she is actually started in her work. She learns 
much of the thing called “hospital etiquette;” of the 
time-honored, but ofttimes fallacious traditions of in- 
terns and nurses, in regard to their relationship to the 
patient. She gingerly steps over that imaginary line, 
which from time immemorial has been drawn around the 
patient’s bed, and beyond which, until recently, none but 
doctors and nurses dared pass. Here, again, a knowledge 
of the methods and motives of those around her is the 
factor which makes it possible to synchronize her efforts 
with others who are just as earnestly endeavoring to aid 
the sick. 

The machinery of a hospital of any size is most com- 
plicated in its structure and function. To gather together 
a large number of men and women of all grades of in- 
telligence and aptitude and constantly to focus their ac- 
tivities on but one point is most difficult. Efficiently to 
fit into such a complex organization then, requires much 
tact, and a thorough understanding by the social worker 
of her own duties and institutional limitations and a gen- 
eral idea of the work of others around her. This is the 
second important step in the helpful, mutual understand- 
ing between her department, and the superintendent of 
the hospital and his co-workers. 

Centralization of authority is a basic principle neces- 
sary to the success of any undertaking. If I mistake 
not, it is a faulty hospital organization which overlooks 
this principle when establishing its social service depart- 
ment. It is with no desire to add to the superintendent’s 
authority or prestige that I express the opinion that there 
should be no parallel lines of authority within the hos- 
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pital, and that all such lines must converge at his desk. 
The term “authority” is here used not in an offensive 
sense, but only to indicate a relative institutional re- 
sponsibility, which is, of course, most necessary. 

Where the hospital social service department has been 
underwritten by a group of generous and self-sacrificing 
women (as is often the case), and is maintained by this 
committee, ofttimes it remains essentially as an extra- 
hospital organization and its directress, while responding 
to requisitions from visiting physicians, is not in reality 
answerable in administrative matters to the hospital execu- 
tive. In other words, here is a line in the organization 
graph, which proceeds from the hospital around the desk 
of its superintendent. With the exercise of tact, on 
the part of the worker and the superintendent, this form 
of organization may be productive of the very best re- 
sults. However, when the hospital has within its active, 
scientific personnel a group, the qualifications, salary, 
and duties of which the superintendent oversees only in 
an advisory capacity, friction is invited, and, as a result, 
the focusing of effort on the patient’s bed is hindered. 


To Whom Is Directress Responsible > 


A recent interesting survey of the hospital social service 
field in a neighboring city, reveals that in forty-three 
departments studied, the directress answered to the su- 
perintendent in twenty-six; to a social service,committee, 
in eleven; to both the superintendent and a committee, in 
three; to the board of trustees, in two; and to the super- 
intendent of nurses, in one. One would surmise that in 
the instances where the directress was held adminis- 
tratively accountable to an outside committee, the money 
required to conduct her work came from the same source. 

I would not have it understood that I am in any way 
deprecating the value of an advisory committee to the 
hospital social service department. It is, however, folly 
for any venture to be conducted on a personal basis, in- 
stead of on the firmer foundation of a rational, well 
worked out and thoroughly understood businesslike 
organization. 

Now, I am aware that some will take exception to the 
term “business” in any connection with hospital social 
service, but the directress of this department must be an 
administrator who has the ability to stretch every dollar 
given her to the snapping point. She must know how to 
save on telephone, telegraph and taxi bills. She must 
weigh the cost as against the advantages to be gained 
before she submits a recommendation to the superin- 
tendent of the hospital. It is not generally true that 
the mind of the social worker is soaring so high in search 
of an ideal that it can not understand the fact that most 
hospitals are poor. She may not even surmise that some- 
times her own hospital superintendent, who demurs at 
some new expenditure for her department, is losing sleep 
wondering where the money to meet next month’s grocery, 
or coal, or x-ray plate bill is coming from. So the social 
worker can do much to establish herself and her depart- 
ment in the estimation of the hospital superintendent by 
exhibiting a practical regard for business methods in 
administering her work. 

There is a golden quality which no didactic training 
will supply. In its absence the social worker chooses an 
inopportune moment almost curtly to inquire of the su- 
perintendent, who is just then struggling with his monthly 
financial deficit, why her workers can not have a new 
car that does not rattle. It is the possession of this 


quality that makes the social worker choose some other 
time than just after a heavy operating day, to inform the 
tired surgeon concerning the reasons for her failure 
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promptly to secure a brace for one of his patients. The 
superintendent does not possess this virtue who criticises 
some act of the department of social medicine in the 
presence of others than its directress. It is the leveler of 
many administrative roads; it is that thing called “tact.” 

No wise hospital executive displays any suggestion of 
arrogance toward any of the hospital’s personnel, fcr 
the administrator has but coordinating, and not in the 
least kingly, prerogative. Of course, the head of any 
department must expect direction from the institutional 
head as to general principles and policies. On the other 
hand, no executive, of wisdom and experience, would at- 
tempt to meddle, insofar as the actual work of a specialty 
such as the social service department is concerned. Care- 
fully to choose departmental heads, and then hold them 
responsible for the discipline and the details of his or 
her division, is a wise policy to follow. 

I have intimated that education on the part of some 
executives, in regard to the methods and aims of hospital 
social service, is necessary. Members of boards of trus- 
tees, as well as the public, also need this instruction. 

If the hospital social service department is to be judged 
solely on the basis of the actual money which it returns 
to the hospital, as compared with its cost, it is a dead 
failure. If the hospital superintendent persists in making 
this balance sheet his only basis for estimating this de- 
partment’s value to his hospital, he is just as dead, and 
administratively, equally as great a failure. But there 
is no social service department, which is well staffed and 
salaried, which is not saving its community and its hos- 
pital many times its expense in other ways. The social 
worker can prove that she is financially worth while. One 
example will suffice: 

In the maternity department of a certain large, munici- 
pal institution, there were always from ten to twenty 
women, who, for various reasons, were admitted from 
one to three months prior to delivery. A prenatal clinic, 
with an active social service aid, reduced this number 
to from two to four. Problem: How much money at 
three dollars per day did that worker save her hospital 
in a year? Lest I appear to be branding too certainly 
the cause of social medicine with the dollar mark, let 
me say that I am but endeavoring to refute the argument 
offered by non-understanding lay people, that the social 
worker is not a producer of financial return to the hospital. 


Special Activities 


Follow-up care, adjusting work to heart power in the 
cardiac, as well as securing prompt removals from the 
institution after discharge, are all activities that benefit 
the patient immensely, and save the hospital much money. 
Then, too, when the worker learns of exposure to conta- 
gion, or even suspects that it has taken place, because of 
observing a quarantine sign in the same block from which 
the child came, she saves her institution much expense 
and wasted effort, by reporting these facts, and thus pre- 
venting the transfer of the quarantine card to the staff. 

Finally, the superintendent can do much to make the 
work of the social service department of most aid to the 
doctor. He can insist on well-trained workers, and pay 
them living salaries. He can provide dignified quarters 
for offices, and adequate furnishings therefor. He can 
require that this department be properly placed in the 
hospital organization, and that lines of authority toward 
and from it are adhered to. He can support the directress 
in intradepartmental discipline, and in this determination 
free her department from duties which do not right- 
fully belong there. He can encourage the staff to use 
and understand this department. 
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From the Standpoint of the Visiting Physician 


By John E. Jennings, M.D., Attending Physician, Greenpoint and St. Catherine’s Hospitals, 
Brooklyn, N. Y. 


a firm ground for a mutual understanding between 

the hospital attending physician and the social serv- 
ice worker lies in the common recognition of certain facts 
and the adoption of a cooperative attitude. I think that 
the physician, hospital attending or not, is ignorant of 
many things that are A. B. C.’s of the social worker and 
that if he understood them a partnership would be in- 
evitable. Must we begin by introducing them to each 
other? 

The physician is an individualist. His own life is a 
daily round in witness of personal adventure. He helps 
people to be born and is familiar with the long shadow of 
death and in the interval from tonsils to prostate he ap- 
praises and appreciates the throb and thrill that make up 
living. From the earliest times he has seen and described 
life and I suspect he always will in terms of the individual. 
It is an attitude that implies a mode of life and of thought 
that has certain disadvantages. It is narrow; it may be- 
come stuffy indeed and it is so cloistered in its way that 
nothing short of a world war could break into its self- 
sufficient pride. 

I do not think the physician knows what social service 
is nor do I think he is, in many instances, inclined to learn. 
The average physician is more than skeptical in the whole 
matter of so-called social work and this attitude is a curi- 
ous blend of prejudice and experience which those of us 
who see otherwise cannot afford to ignore. The physi- 
cian in real practice sees a cross-section of the community 
in which he lives. He meets and deals with all sorts and 
conditions of men and women. He knows the bitter pride 
of the poor, their longing for a privacy so much denied 
them and he suspects the humanity of all organized char- 
ity. He teels that the hand and heart of welfare work 
are cold. 


Ts: problem, if we may call it that, of establishing 


Uninformed Ahout Social Service 

He is a dealer in friendship, he calls people by their 
first names, easily. He is not at home outside his practice 
and he suspects relief that has not friendship in it. How- 
ever, he is a good deal confused and a bit anxious about 
the future of his own profession. He thinks about it 
sometimes while he smokes his after-dinner cigar. He 
knows that medicine has made gigantic strides, that no 
man can grasp it all, that preventive medicine is mighty 
and must prevail—bye and bye, that the tools of the craft 
are growing more complicated and expensive to all con- 
cerned, that corporate practice, in some form, is an ever 
approaching reality, that hospitals are developing by leaps 
and bounds. He feels that his academic leaders have 
failed him—and the telephone rings; an emergency call. 
“He turns a calm, untroubled face back to the instant 
need of things.” Of the larger problems of the hospital 
and of medical social service he is, let us say, uninformed. 

I find, in a little book, “Hospital Social Service,” by 
Edna Henry, that Dr. Abraham Flexner says that social 
work is not a profession. It gives me great pleasure to 
disagree. 

The Century dictionary defines a prdfession as fol- 
lows: “A vocation in which a professed knowledge of 
some department of science or learning is used by its 
practical application to affairs of others, either in guid- 
ing, advising or teaching them or in serving their interests 


or welfare in the practice of an art founded on it.” 

Social service is a profession—yes, and the youngest one 
of the medical professions. “The only group as yet able 
to feel the need of, or to obtain first-hand information of, 
the whole man, environmental, physical and mental”—to 
quote Miss Henry. 

This is the point of view of true social service—I take 
it—and here in the ideal of service rendered to the in- 
dividual, the physician and the social worker must entirely 
understand each other. “The only group as yet able to 
feel the need of or to obtain first-hand information of the 
whole man, environmental, physical and mental.” 

It is a large order. It will embrace the field of medicine 
itself in the largest sense and more than medicine has 
ever dared or desired to claim. It is a challenge to attack 
a situation now in great disorder. 


Agencies Engaged in the Work 

What are the agencies now engaged in this work—the 
physician, the nurse, the apothecary, the dentist, the social 
worker, all the relief agencies, the health departments— 
local, state and national, the great insurance companies, 
hospitals, asylums, prisons and many more. 

The field of medicine, of which I reiterate social] service 
is a part, has been enlarged and subdivided to a point 
of confusion. No individual and no corporate body has 
attempted to group and integrate these fractions of the 
whole field. 

This field is being, shall we say, explored by a number 
of quite different sorts of people who apply to that part 
of the problem in which they are interested, the philosophy 
of the group to which they themselves belong. 

Capital and labor discuss some of their problems in 
terms of economics and call for more economy. The social 
engineer considers his side from the point of view—more 
or less—of a coliectivist and suggests various forms of 
socialism. 

The educator studies the problem and prescribes what 
he is at present dispensing as education and you and I 
must go about our work. 

For us the center of this tangle is where we ourselves 
stand and the hospital attending and the social worker 
have a common ground to begin with. They are both es- 
sentially interested in the individual. They are both in- 
terested in the future development of the hospital. I shall 
not linger over the details of our common work for the in- 
dividual, the mechanics of our craft. Whatever is lack- 
ing now in cooperation will rapidly grow once a little 
knowledge spreads. It is your duty and mine to accept 
the confidence of each individual case and bring its care 
to a satisfactory or ultimate conclusion. 

But if we accept the challenge of our time must we not 
go further and endeavor to inspire all those who are work- 
ing with us in this greater medicine with the same ideals 
that have been our stay in the lesser craft before the ad- 
vent of social service. 

Our hospitals are undergoing a rapid evolution, so rapid 
in fact that it is becoming hard to generalize about them. 
They are living things, reacting to their environment and 
like other living things rather resistant to the ideal of so- 
called standardization imported from the machine shop. 
These growing things must not be cramped; they are try- 
ing to meet their own conditions of living and we must 
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expect a differentiation into fifty different organisms. 

I think we both must go still deeper. We must pass 
from the individual to the group and fearlessly recognize 
that disease affects organizations as it does organisms— 
must we re-define disease? “A process, individual or 
corporate, that is an adequate cause of bodily damage 
or unsoundness of mind.” 

Our patient was a printer who had tuberculosis which 
is the occupational disease of the printer, apparently con- 
nected with exposure to lead. That man suffered from 
a disease of the shop in which he worked, a disease easily 
cured. Have we no responsibility for his fellow printers 
in that shop who will be sick next year if we do not act? 
If we are really interested in preventive medicine we 
cannot stop with the individual case. 

The whole matter is so closely linked with the develop- 
ment of the modern hospital that the subjects cannot be 
separated. 

Many of these growing units do not at present recognize 
any social responsibility or indeed any responsibility to 
the individual beyond the immediate physical relief he 
seeks. Yet to them almost more than to the individual 
physician the same challenge issues. 

They and we must accept it and its responsibility—a 
means of grace and a hope of glory—or our leadership 
will go by default—to whom? 

You have become accustomed to analyze the affairs of 
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the individual, are you prepared to proceed to the hosvital 
and to the community and bravely face the truth? 

You have a little time, but not long, as the tide is rising. 
The women of America who now hold voting stock are 
making up their mind that disease is in the main pre- 
ventable or might be and very soon they will look to us 
for a reckoning. 

When they realize the relation of housing to health, of 
child labor to delinquency; when they know that crime 
and immorality are communicable diseases; when they 
appreciate the relation of industry to better babies what 
will they do? What would you do—you the only group as 
yet able to obtain information of the whole man, environ- 
mental, physical and mental? 

Do I seem to speak in rather vague generalities? Let 
me try to make my meaning plain. I think that our com 
munities already expect and will soon demand of their 
hospitals a much larger responsibility and activity in so- 
cial, civic and educational medicine than most of them 
have cared to assume. 

The hospitals themselves hardly realize this. Their pro- 
fessional and lay boards are in many cases uneasy but 
they do not know why. 

It is through the eager and intelligent activity of an 
enlightened social service department in each one of them 
that we must hope their great opportunity may not be 
lost. 





From the Standpoint of the Social Worker 


By Gertrude L. Farmer, Executive Director, Department of Social Work, Boston City Hospital 
Boston 


an institution as a modern hospital, team work is 
essential between many different types of workers, 
both within and without the institution. 

Executives, nurses, physicians, social workers, teachers, 
technicians, dietitians, students, clerks, ambulance drivers, 
and many others are necessary within the hospital, while 
in the community we have the home, the church, the 
school, the workshop and many specialized institutions 
and agencies as vital factors in the care and rehabilitation 
of the more or less disabled human being. To bring about 
any sort of team work between so many varying groups, 
we must have as a basis a mutual understanding of each 
other’s functions in relation to the general scheme. 

I believe that, the basis of cooperation between the 
hospital physician and the hospital social worker is a 
mutual understanding of each other’s real function in 
relation to each other, to the hospital and to the com- 
munity. 

Speaking from the point of view of a hospital social 
worker, I believe that in order to help to promote this 
mutual understanding between hospital physicians and 
hospital social workers two things are essential: (1) 
hospital social workers must make up their minds what 
their proper function is in relation not only to the medical 
staff, but to other important groups with whom they must 
come in contact in the course of the day’s work; and (2) 
they must be able to demonstrate that function. 

This definition of function and of the functional re- 
lations of a department of hospital social work is by no 
means self-evident. Great differences of opinion have 
existed and do exist. Coming into the hospital late, often 


|: ORDER to treat a patient successfully in as complex 


through the back door as it were, and through outside 
initiative and philanthropic impulse, it is not surprising 





that our proper function has been misunderstood, and 
that we have been in some instances exploited. 

“If you don’t do that, what do you do?”, is a remark 
some of us have heard or sensed, when we have refused 
to act as amanuensis, messenger, clerk, to a clinical 
physician, or otherwise to fill the gaps that too often exist 
in hospital organization, and which do seriously hamper 
and impede effectual work. It takes courage to refuse 
and entails some unpopularity. In the long run, however, 
if we can demonstrate some other ways in which we can 
be useful, the socially minded physician and executive will 
come to appreciate that it is poor economy, to say the 
least, to countenance the addition to the already over- 
burdened hospital curriculum of another specially trained 
group of workers, to fill a definite need which some at least 
had felt existed in the treatment of patients in modern 
hospital practice, and then allow their activity to be dis- 
sipated and diverted. 

In this connection I recall something that happened to 
me in the early days of my experience as a_ hospital 
social worker. I am sure that the doctor has forgotten 
the incident long since, but I still vividly recall my dis- 
couragement at his unsympathetic attitude when I refused 
to go to the tenement of one of his poor patients and act 
as cook, district nurse and charwoman. “If you don’t do 
that, what do you do?” I was younger then and not so 
ready, perhaps, to explain what my function in relation 
to hospital patients really was or to make clear what I 
thought I was doing in that gallery at all. 

Other hospital groups have suffered from this same 
misunderstanding. For example, nurses in the past have 
met with a measure of indifference, to say the least, and 
have been diverted from their proper tasks to fill gaps in 
hospital organization. Indeed even today, after more than 
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half a century of demonstration of their proper function 
and value, instances can still be found of the unjust, un- 
wise use of a hospital nurse’s time. 

As I believe we can cooperate best with the medical 
staff when we recognize our responsibility towards other 
groups with whom we come in contact, I want to state, 
as briefly as I can, what I believe should be the principal 
functional relations of a department of social work: 

1. To the administration: 

(a) To help to interpret the hospital’s rules and 
limitations to patients and to the outside community. 

(b) To help the hospital to a better fulfillment of 
its function as a community organization through as- 
suring suitable provision for patients on discharge, 
especially those poorly provided for in most com- 
munities, as the chronicaliy sick and those needing ex- 
tended bed and convalescent care, thus saving time and 
money to the institution through freeing beds for new 
cases. 

(c) Helping to establish cooperation for the hospital 

(1) with other institutions by the right use of their 

resources; (2) with the outside public, including friends 

and relations of patients, by trying to insure that 
patients have at least temporary care on discharge, if 
without resources, so as to prevent unfavourable criti- 
cism of the hospital. 

(d) Eniarging and enriching the function of the 
hospital by making available to its patients community 
resources. 


Cooperation With Medical Staff 


2. To the medical staff: 


(a) Being ready to assist in the care of patients 
whose condition seems to indicate the advisability of 
social adjustment in order to render their hospital treat- 
ment effective, and to provide the available after care 
which seems best fitted to their needs. 

(b) Procuring social and other outside history re- 

garding patients in order to aid the physician, both in 
making his medical diagnosis and in recommending 
medical and social after care. 
(c) Helping to provide outside care for certain 
patients both to get them into condition for medical 
treatment and to enable them to take advantage of it, 
as in providing temporary care for children to enable 
a mother to enter the hospital. 

(d) In a measure, acting as intermediary between 
the hospital physician and the family of the patient in 
discussing and making plans for after care. (Some 
one has called the hospital social workers the family 
part of the family physician when the latter is a mem- 
ber of a hospital staff.) 

(c) Helping with the teaching of medical students 
by supplying the teaching medical staff with data on 
the family, living, and work conditions of their patients, 
and by interpreting and emphasizing the importance and 
significance of the social side of a hospital patient’s 
history. 


3. To the training school for nurses: 


(a) Offering to the pupil nurses an opportunity to 
learn something of the social side of their patients’ con- 
ditions. 

(b) Cooperating in any way possible to help to 
improve institutional morale and atmosphere. 


4. To the community: 


(a) Interpreting the hospital as the need and oppor- 
tunity arise. 

(b) Cooperating with outside agencies and _indi- 
viduals in the after care of certain patients by obtaining 
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and interpreting the physician’s directions, and when 

necessary helping to carry them out. 

(c) Making available the resources of the hospital 
to the training of students in hospital social work. 

I think this little statement on some of our functions 
brings out the point that I wish to make, which is, that 
our primary concern as hospital social workers is with the 
social examination and after care of certain individual 
patients. All our work revolves around that. Our co- 
operation with the medical staff has that as its object. 
The educational side of our work is also mostly concerned 
with this chief purpose. We want to help to bring to 
medical students, pupil nurses, students of social work, 
some realization of the social aspects of medical condi- 
tions, in order that our patients may reap the benefit of 
this broader point of view. 


Senior Medical Staff Should Aid 


We hospital social workers feel that the cooperation of 
the senior medical staff is essential to us, because plans 
for good hospital social case work and after care can be 
built only on a full understanding of the real, underlying 
medical conditions of the patients with whom we are 
dealing. We want the opinion and advice of practicing 
physicians. An experienced hospital social worker lately 
said to me: “I have too often been amazed to find how 
different an impression (of the patient’s condition) I get 
from a visiting physician, how much more confident his 
opinion is than that of the young intern, how much more 
definite in its very expressions of uncertainty, as to the 
wisest plan to adopt, having in mind the patient’s limita* 
tions in activity, his prognosis in terms of daily life.” 

In regard to the teaching of medical students and the 
part that hospital social work is called upon to play, Dr. 
Francis W. Peabody, professor of medicine, Harvard Medi- 
cal School, Boston, and visiting physician to the fourth 
medical service, Boston City Hospital, Boston, writes: 
“Among the criticisms that are often directed against the 
training of medical students in a modern hospital is one 
which is in effect that the student comes to regard the 
patient as a ‘case for scientific investigation,’ and not as 
a sick human being....... It may suffice to mention three 
points of the greatest medical importance which are 
liable to be overlooked in the care of patients in hospitals. 
The first of these is the personality of the patient, which, 
together with the circumstances of his personal life, and 
his reactions to his immediate social environment may 
have a fundamental bearing on his clinical condition. The 
second has to do with his convalescence and the opportuni- 
ties he will have for the completion of his recovery on 
his discharge. The third bears on his relation to those 
about him—his family and the community at large... .” 

Dr. Peabody goes on to say “The interest of the student 
is, therefore, first aroused by requiring that a brief social 
history be taken as part of the routine medical record of 
every patient. . . . If the matter is left at this point, 
however, it remains entirely abstract. . . the social 
problems are entirely of theoretical interest, they are not 
concrete problems for the student to solve but remote diffi- 
culties for the patient to face. It is at this point that the 
social worker steps in and converts the theoretical problem 
into an intensely practical one. She stands at once as 
the representative of the patient and of his family. 

“In order that she may carry out her function effectively 
she needs certain medical information to supplement the 
results of her own investigations, and the questions that 
she asks are exactly the questions that would be asked of 
the physician if he had visited the patient at home: How 
long will he be sick? When will he be able to return to 
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work? Can he go back to his former job? Will he need 
special care during convalescence? Is there any danger 
of his infecting his wife and child? What change in the 
circumstances cf his life will help to prevent a recurrence 
of his present condition? . . When thus confronted 
the medical student cannot regard his patient as ‘an in- 
teresting case,’ but is forced to look upon him as a person 
with social relationships and responsibilities—as a mem- 
ber of a community.” 

When more medical schools train their students along 
the lines Dr. Peabody here indicates the real function of 
hospital social work will be more widely understood by 
hospital physicians and others, and we shall get better 
cooperation, on a firmer basis. 

For our part we must try to get more young women of 
the right personality, appearance, and training, to enter 
the field of hospital social work. Unless we do succeed 
in getting workers of the right type we cannot hope to 
work on an equality with members of a traditional scien- 
tific profession. 

Without at this time attempting to go into the important 
questions of educational background and training, I should 
like to say that the impression a hospital social worker 
makes by her appearance is of real importance. Clothes 
mean a lot. Multicolored uniforms with their insignia, 
have greatly aided recruiting for army service in Europe. 
The white coats of the doctors have far more than a 
sanitary value. Hospital social workers have often envied 
the nurse the dignity and individuality imparted by her 
uniform, endeared to all of us by years of service to the 
“sick and suffering. Some of us feel that white uniform 
coats have helped to professionalize and dignify our 
workers while on duty in ward or out-patient department. 
We don’t want to take the advice given to an earnest 
voung social worker engaged upon work for delinquent 
girls, by the mother of one of her clients: “I like you, 
dearie, and I know you mean well. But you won’t get 
anywhere with our Mollie until you put on heels to your 
shoes and buy a lipstick.” I am far from recommending 
the use of cosmetics and unhygienic clothing for hospital 
social workers. Yet I do think an “up-and-coming,” 
although quiet, appearance is of real importance to the 
social worker. 

In the last Review of the Rockefeller Foundation, Dr. 
Vincent says: Health Work requires persons, knowledge, 
power, money, and the greatest of these is persons. I 
think that having in mind the delicate, difficult nature of 
the task that hospital social case workers may often be 
called upon to undertake, a great effort should be made 
to select only those who seem to promise to measure up 
to a high standard of personality and character. To make 
anything like a success of social case work requires not 
only a tolerance for, but a real love of humanity, and also 
something of a missionary spirit. With workers of this 
type we may hope to arrive sooner at a basis for a better 
understanding between hospital physicians and _ social 
workers. 





FINANCIAL POSITION OF LONDON 
HOSPITALS IMPROVING 


The statistical report of King Edward’s Hospital Fund 
of London just issued sounds an encouraging and hopeful 
note, according to the British Journal of Nursing, for 
whereas in 1920 the income of seventy-seven hospitals 
failed to meet their expenses, the number in 1925 fell to 
forty-nine and the financial position as a whole is steadily 
improving. 
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THE HOSPITAL AS A TEACHING CLINIC 


In his address at the recent centennial celebration of 
the New Haven Hospital, New Haven, Conn., Dr. R, I. 
Cole, Rockefeller Institute, New York, dwelt upon the 
disease prevention function of the hospital, showing how 
the hospital has emerged from its early provincial state 
to one of true cosmopolitan character. He brought out 
that it no longer ministers to a few people of the com- 
munity but to all who seek admission and helps the 
suffering and protects the well in distant lands and 
reaches out to wherever scientific medicine is practiced. 

This expansion of activity, he attributes in a large 
measure to the development of education and research 
in the hospital. The physician and surgeon in the hos- 
pital today are teachers of interns, nurses and dietitians. 
The responsible physician, according to Dr. Cole, is a 
counselor, guide and friend and through proper direction 
may aid in making the intern a student of disease, a 
scientific physician, a well-trained practitioner and true 
gentleman. 

Although it is contended that resezrch is an obligation 
of universities or special institutions and not a primary 
function of the hospital, Dr. Cole points out that human 
patients present problems with which medicine is pri- 
marily concerned and that the clinic rather than the 
laboratory affords the opportunity to become familiar with 
the multitudinous manifestations of disease. Similarly he 
states that while hospitals were formerly appreciative of 
the contributions that their physicians made to medical 
progress, hospitals themselves played little part in the 
advances but that now they stand beside the universities 
and scientific institutes in educating physicians and in 
scientific advancement. 


SELECTING THE SUPERINTENDENT 


The success of a hospital depends to a large extent 
upon the superintendent. He must be a man of in- 
tegrity and high standing with a full sense of the 
responsibility placed on his shoulders and possessed of 
high ideals. He must be able to build up the hospital, 
and have business ability to manage a large, modern, 
technical and growing institution. 

“Take your time about selecting your hospital head, 
and be sure that you choose the right man. Encourage 
him to attend board meetings, conferences and conventions 
that he may keep in touch with the hospital field, and 
back him up whenever he has to take a firm stand on 
any given, meritorious subject.”—S. M. Jackson in the 
Western Hospital and Nurses Review. 





ST. BARTHOLOMEW’'S EARLY BUILDING 
PROGRAM 


With the present plans of reconstruction now being 
followed at St. Bartholomew’s Hospital, London, the early 
history of the present buildings has come to light. An 
early plan for the hospital, still in existence, shows that 
the present site of the hospital buildings was occupied 
by houses in 1617, the date of the plan. Of the buildings 
of the Pre-Reformation Hospital practically nothing is 
known, but in 1680 the hospital began to be enlarged, 
and by 1712 a committee decided that three new wards 
should be built, which came into use about 1714. 

The “first pile,” which consists of the present Great 
Hall and Treasurer’s House, was begun in 1730, the 
“second pile” or present south wing, in 1736; and in 
1743 the present west wing was started. 
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THE SELECTION AND CARE OF FLOWERS FOR 
THE SICK ROOM 


By E. I. Farrington, Weymouth Heights, Mass. 


ERTAIN flowers are so short lived or so highly per- 
fumed that they should never be sent into a sick 
room. Others last a long time and have only a mild 

fragrance, if any at all. These are points which are 
worth keeping in mind, but commonly are overlooked when 
flowers are being purchased for sick persons, invalids and 
shut-ins. Such flowers as lilacs and tuberoses, which have 
a strong odor, should always be kept out of a sick room. 
Some of the lilies, and particularly the regal lily, are ex- 
ceedingly lovely but give off a scent so powerful that 
even persons in good health are distressed by it. The 
tuberose, just mentioned, should also be avoided because 
of the free use which has been made of it in making 
up casket pieces. That funereal association is pretty cer- 
tain to be remembered by sick persons, with unpleasant 
results. 

As a rule, a smai! bouquet of well chosen flowers skil- 
fully arranged is much more satisfactory in a sick room 
than a large mass of blooms. All too often the flowers 
sent to hospitals never reach their destination because 
of the amount of space they require or the time that 
must be given to finding suitable receptacles for them. 
Flowers sent loose so that they can be slipped into any 
convenient vase or a pitcher or even a tall glass will give 
greater satisfaction than elaborately prepared bouquets. 
And one or perhaps two flowers of a kind will serve bet- 
ter than a mixed lot. Several kinds and even several 
colors, produce a feeling of confusion instead of the 
needed restfulness and peace. Some kind of foliage or 
a spray of baby’s breath is a help in that it serves as a 
pleasing background. 


Garden Flowers Most Suitable 


Without question, the blooms which give the greatest 
pleasure to sick persons and invalids are those which 
suggest the outdoor garden. Sweet peas are among the 
best of flowers for the sick room. Their delicate shades, 
their freshness and their wholesome fragrance bring hope 
and confidence. They may be purchased at any season, 
for thousands of them are now raised in greenhouses, but 
nevertheless bring a vision of a little garden in the open 
air. 

All the so-called spring flowers are welcomed in the sick 
room, as their warmth and cheerfulness act like a tonic. 
Calendulas, zinnias, pansies, globe flowers and pyreth- 
rums are particularly bright and pleasing. Peonies and 
irises, however, are not to be recommended as sick room 
flowers. The flowers recommended are practically devoid 
of odor, but a few sprays of the fragrant lemon verbena 
may be added. 

Most people have a fondness for roses. While some 
kinds do not last very long they give pleasure for a 
few days. Red roses are usually the most fragrant, but 
pink varieties are rather preferable. The matter of color 
in flowers is of more importance, perhaps, than is gen- 
erally realized. Red is a distinct irritant to some per- 
sons, while it induces buoyancy in others. Pinks, lav- 
enders and all the softer shades as well as white are safe, 
under all circumstances, although persons who have been 
ill a long time may show a lack of appreciation for 
white blooms, perhaps because they are too suggestive 


of resignation and quietude, when activity is craved. Yel- 
low flowers are not very satisfactory for the reason that 
they look sickly and washed out under artificial light. The 
same is true of purple, which is not a good sick room 
color. Violets lose all their beauty when the lights come 
on. They should be kept out of the sick room in any 
event, for the odor of fresh violets is depressing rather 
than stimulating and as soon as violets begin to fade the 
odor becomes repellant. 


Carnations are Practical 


Carnations are the most available flowers in the win- 
ter months and give greater satisfaction for the amount 
of money invested than most florist’s flowers. Pink and 
white carnations or red and white carnations may be 
used together, but the combination of red and pink should 
be avoided. The pinks are the best and the variety called 
“laddie” is the finest of all. When well grown, the size 
and beauty of this variety makes one almost gasp. When 
purchased fresh, carnations last unusually well. In that 
connection it may be well to say that florists have differ- 
ent grades of flowers and that when making a purchase 
it is well to say that the blooms are going to an invalid 
or a shut-in. 

If flowers are to last, they should have the ends of 
the stems clipped each morning and be placed in fresh 
water. They should not be set in the sunlight or where 
the wind will blow upon them. And they should be given 
a wide mouthed vase in which they can be placed loosely. 
Flowers are often seen squeezed into a vase or pitcher 
so tightly that the mouth is entirely filled. They never 
last long under such conditions, because the air is ex- 
cluded, and fresh air must be allowed to penetrate to the 
stems. It is important that no foliage be allowed to 
rest in the water to foul it and there should be sufficient 
water to cover the stems for several inches. 

Flowers are inspiring to sick persons and induce health- 
ful thoughts so long as they are fresh and bright. The 
contrary is true the moment they begin to fade or droop 
or shatter. Dead flowers in a sick room are an abomina- 
tion, because they suggest death and decay. There is no 
excuse for permitting their presence for an hour after 
their freshness is gone. 


Growing Plants Best for Invalids 


When they can be obtained and where they will be 
cared for, growing plants are even better than flowers 
in a sick room and especially in the room of a convalescent 
or a long-time invalid. There is a never ending delight 
in watching a plant like a cyclamen or a begonia or a ger- 
anium grow and expand into buds and then unfold into 
full blown flowers. A living plant becomes a real friend, 
the presence of which does much to make the time pass 
pleasantly and to promote wholesome thinking to say noth- 
ing of the esthetic value which it has for both the sick 
and the well. 

A great deal is dependent upon the way flowers are 
handled. Few people, inside or outside the hospital take 
the time and patience required to arrange flowers and care 
for them so that they will afford enjoyment and keep fresh 
for a maximum time. 








1u4 THE MODERN HOSPITAL 


Vol. XXVII, No. 5 








TOL 


OCA SALOANG)) 


FeO OL OL NOL OOOO OOO OOOO OOO ONO NOOO H en TOTO TOPO OTOTOPOROR OBOE 8) 
KK) 


Your EverYDAY PROBLEMS 


K 





‘ 


NiO NaNO NOV uYO\ ITO XI YOU T@ VI TON ONYX YONI ONION OXI YaTOU AXIO YOXU OW Ov YON aN evi y@vive\nve\lie\lye\ 0 ROMAiAmAmAmAmAnCG | 





A department devoted to the informal discussion of problems 
arising in the everyday life of the hospital superintendent. 


[No attempt has been made to offer final conclusions 
relative to the questions considered in this department. 
THE MopEeRN Hospitau will gladly welcome further com- 
ment by its readers on any of these problems, or the 
presentation of other queries*for discussion in later is- 
sues.—Editor.] 


1. Should the intern be permitted to charge a fee for the 
execution of insurance papers? Can hospitals require 
him to perform this duty if he demurs? 


The question of the acceptance of monies of any amount 
by members of the intern staff for service performed in 
the hospital, is one that has disturbed many institutional 
administrators. 

The intern rule book usually contains a definite state- 
ment to the effect that fees of any sort are not to be 
charged by the intern, nor are gratuities of any kind to 
be accepted. This is a difficult rule to enforce, but at the 
same time there is ample justification for its existence. 

The acceptance of gratuities cannot but be humiliating 
to the intern, since this places him somewhat on the basis 
of a menial. 

The fee that the intern receives in return for his service 
to the hospital is experience, which is of far more value 
to him than he perhaps at the time realizes. 

The execution of insurance papers is in every respect 
one of the bona fide intra-hospital duties which are required 
of the intern. This is just as much his work as is the 
writing of proper clinical histories. On the other hand, 
it often appears to the young doctor that this function is 
one that should devolve upon a clerk or upon some other 
paid members of the hospital personnel. 

The attitude of the public does not serve to lessen this 
feeling on the part of the intern, for persons who present 
insurance papers for execution often offer to pay a fee 
for this service. 

Some hospital administrators have removed this temp- 
tation from the young physician by requiring that the 
hospital records of the deceased patient, including his 
death certificate, be brought to the office, and that the 
insurance papers be executed by a clerk who secures the 
necessary information from the patient’s chart. 

In hospitals which are located in cities of some size 
where a bureau of vital statistics is maintained, those 
who desire to have insurance papers filled out are referred 
to this bureau, where a certified copy of death is issued 
upon the payment of a small fee. 

Experience has taught most hospital administrators that 
of the two alternatives mentioned above, it appears that 
it is best not to allow interns to execute insurance cer- 
tificates. If no other way is practicable, however, interns 
should be required to fill out these papers, and should be 
prohibited from accepting payment therefor. The same 
rule should apply to sick and accident benefit papers, a 
considerable number of which are presented for execution 
to the physicians of most hospitals. 





2. How can the visiting staff be encouraged to prescribe 
on the occupational therapy department in the same 
manner as it does on the drug store or the x-ray 
department? 


Occupational therapy has come to mean to most hos- 
pitals a department that has much to offer to the patient 
along curative lines. It is not a department to which 
ambulatory patients can be sent merely for the sake of 
getting them out of the ward so that the nurses can more 
easily do their work. It is not a playhouse, therefore, to 
the hospital. 

The occupational therapist is usually a non-medical per- 
son whose skill consists in applying her knowledge in the 
fulfilment of prescriptions written by the physician. She 
is not usually fully informed relative to the physical states 
of patients which would prevent their performing certain 
types of work. Ofttimes the physician is unaware as to 
what occupational therapy has to offer, since this specialty 
is one of the modern developments in hospital practice. 
One way which has been found most useful in hospitals 
possessing such a department is to make use of definite 
prescription forms, the physician requesting certain types 
of occupational work and warning against other types. 

It appears that the first step toward bringing about this 
close cooperation between the physician and the occupa- 
tional therapy department, would be to interest the doctor 
in the department and to show him its possibilities. This 
may be done by announcing from time to time a day upon 
which the products of the department will be displayed, 
and by inviting physicians to attend. This object may 
be furthered also by the occupational therapist making 
an effort occasionally to consult the physician in regard 
to the patients who have been referred to her for treat- 
ment. Individual physicians may be invited from time 
to time to the occupational therapy department, for con- 
sultation as to certain difficult patients. 

Occupational therapy may be brought into the wards 
for the employment of bedfast patients. Knitting, weav- 
ing (by the use of small looms), sewing and other similar 
procedures may be successfully carried out by patients 
who are confined to bed. 

As occupational therapy becomes further recognized as a 
valuable hospital asset, medical schools will possibly in- 
clude in their curricula more definite instruction as to its 
therapeutic use in the treatment of disease. 


3. How shall the relief time of firemen, in an institution 
possessing three 500-horsepower boilers, be arranged? 


The answer to this question hinges somewhat on the 
type of the power house equipment. If the boilers in 
question use coal and are equipped with automatic stokers, 
during the summer months at least but one fireman would 
be required for each eight-hour period. If this be the 
arrangement and if there are no accessories in the power 
house personnel, such as oilers or mechanics who could 
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act as relief firemen, then four firemen would be required 
—one for each eight-hour period—and a relief or “tramp” 
fireman, to make one day a week off duty possible for the 
remaining three. 

Most hospital executives feel that it is necessary for 
their institutions to possess extra or emergency boilers, 
so that the hospital may be protected against the break- 
down of equipment, and in order that the cleaning of 
tubes or the replacement of parts may not embarrass its 
supply of heat, light and power. 

In case an institution uses oil instead of coal one man 
can easily take care of four boilers, and have sufficient 
time besides to attend to some of the duties usually as- 
signed to oilers. 

If a hospital pessessing three boilers must rely on 
hand firing, then it would probably require a ratio of one 
and one-half boilers to each fireman. 

Many institutions have found that it is possible to train 
a handy man about the power house to act as relief fire- 
man during the regular fireman’s rest period. 

The great advantage of oil appears to be the lessening 
of needed power plant personnel. 

In smaller power plants, however, hand firing is much 
in vogue and when this is the case adequate relief time is 
even more needful. 


4. What is the remedy for the destruction of toilet fix- 
tures in county hospitals for the insane? 


The replacement of plumbing that has been destroyed by 
mentally ill patients is one of the most costly items of 
upkeep. There are two factors concerned in this matter. 

Where there is an adequate personnel to supervise the 
activities of maniac patients for the full twenty-four hour 
period, destruction of hospital property can be fairly well 
controlled. This, however, means that all patients in the 
ward must be under the immediate supervision of an at- 
tendant throughout the full period of the day. 

If a maniac or otherwise destructive patient is left by 
himself for but a few minutes, he will be able to tear down 
many dollars’ worth of exposed plumbing and toilet fix- 
tures. Often this problem is aggravated in buildings that 
are antiquated in type and furnishings. 

In modern construction flush boxes and pipes are placed 
behind false partitions, with no piping exposed except the 
very short connection between the toilet fixtures and the 
box on the opposite side of the partition. Frequently for 
the flush tank in this type of fixture, a flushometer valve 
is substituted, connected directly with the house water 
system. Movable toilet seats are often dispensed with, 
the fixture consisting of but one solid piece of porcelain. 
No temptation is therefore offered to patients to wrench 
fixtures from their fastenings on the floor or wall. 

Wash basins may be so placed that pipe connections are 
not exposed to violence. When urinals are connected with 
a flush box on the opposite side of the wall, or with a 
flushometer valve, which dispenses with the flush box, 
destruction of these fixtures is made difficult. 

These precautions need to be taken, particularly in 
wards where agitated patients are treated. 

The toilet fixture with chain flush is not efficient as an 
article of equipment, and is not in use in most hospitals 
for the mentally ill. 

Steam pipes, water pipes and electric wiring should not 
not be exposed on the wall so that these patients can reach 
them. Radiators may be inset in the wall and covered by 
a-grill, or may be placed at such a height above the floor 
as will prevent the patients from reaching them. 

Finally, it may be said that no projections on the wall, 
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such as are represented by pipes and lighting fixtures, 
should exist to serve as means for self-destruction by 
hanging. 


5. Should hospitals have a rule forbidding interns and 
nurses from attending the theater and other social 
functions together? Can such a rule be enforced and, 
if not, should it exist? 


If this question had been asked THE Mopern HospitaL 
a decade ago, common usage would have forced a some- 
what different reply than is possible today. 

The hospitals of this country for the past half century 
have made it an almost universal rule to forbid the social 
mingling of young physicians and nurses. Young men 
of whose attributes the hospital authorities knew nothing, 
have been permitted to come to the hospital and accompany 
the members of the school -for nurses to social] functions 
of various sorts. This privilege, however, was denied 
members of the resident staff, even though those in charge 
of the hospital had every opportunity to prevent an im- 
proper selection of young interns in the first place, and, 
secondly, to acquire knowledge concerning their moral 
attributes after they had begun their work in the hospital. 

This situation gave rise to an evasion of this rule on 
the part of both the doctor and the nurse, and resulted 
in clandestine meetings of these persons without the in- 
stitution. Nor could hospital and training school admin- 
istrators fail to be aware of the fact that this rule was 
being repeatedly broken. 

The question has arisen in the minds of experienced hos- 
pital people, as to whether the existence of this rule was 
not harmful from the mere standpoint of inviting a sort 
of intellectual dishonesty on the part of young men and 
women, and also whether such a rule was ethically and 
administratively sound. 

These administrators asked themselves whether it would 
not be wise to permit the social mingling of doctors and 
nurses at intramural social functions or at extramural 
gatherings, such as at theaters or dances. 

In not a few institutions this rule has been abrogated, 
and interns are permitted to call at the nurses’ home for 
nurses from the training school, and to accompany them 
to gatherings of various sorts. This appears to be a wise 
practice, since it has worked out to the satisfaction of 
those who have tried it. When this method of procedure 
is followed, the hostess of the nurses home is fully aware 
of the young man with whom any individual nurse has 
left the hospital, and she knows much more concerning 
his attributes than she can hope to know concerning those 
of a stranger, whom she has never seen before. 


6. A case of tetanus developed in the maternity depart- 
ment of a middle west hospital, this department being 
under quarantine for five days during the life of the 
patient. What steps should have been taken upon the 
death of the patient to disinfect the room which she 
occupied? 


Tetanus, complicating pregnancy, is not a frequent oc- 
currence. It should be remembered that the tetanus 
bacillus grows only in the absence of oxygen. It is, there- 
fore, an organism that is not easily transmitted. In the 
ease to which reference has been made above this disease 
resulted in consequence of an attempt, outside of the 
hospital, to bring about an abortion. 

The presence of this patient in the maternity depart- 
ment, while most disturbing to the nurses and other pa- 
tients, was of little danger to those around her. Tetanus 
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in most hospitals is isolated largely because of the need 
of the individual patient for quiet and darkened 
surroundings. 

Upon the death of the patient in this department it 
was not necessary, from the standpoint of the rest of 
the hospital, to place a quarantine thereon. As far as the 
patient was concerned, treatment in a single room was 
all that was required. The preparation of this room for 
the reception of another patient should not necessarily 
have been difficult. Fumigation with formaldehyde was 
unnecessary, except for the moral effect that it had upon 
the public and on other patients in the department. Proper 
aeration of the room for twenty-four hours, the scrubbing 
of the flcor with a disinfectant solution, and, if possible, 
the washing of the walls with soap and water should be 
sufficient. 

It would be wise, perhaps, to allow the room to stand 
vacant, for the entrance of air and sunlight, for twenty- 
four hours after this cleansing has taken place. 

The sterilization of mattresses in a steam sterilizer, and 
the wiping of the bed with lysol, or other similar solution, 
should remove the least danger of infection by other pa- 
tients. Tetanus being difficult of transmission is in no 
way as dangerous to other hospital patients as are pneu- 
monia, typhoid, possibly tuberculosis and the minor con- 


tagions. 


7. Does the hospital have a right to limit the fee which 
the graduate nurse may charge for her service to 
private patients in an institution? 


There has been no little discussion relative to this point 
in hospitals the country over. Most institutional execu- 
tives believe that the proper nursing of private patients 
by graduate nurses, and the maintenance of a high morale 
among this group, are matters over which the hospital 
should have absolute control. 

D'‘ssatisfaction on the part of private patients in regard 
to the fee charged by the graduate nurse reflects discredit 
on the hospital itself. These patients do not make a dis- 
tinction between the service that is rendered by graduates 
of the hospital in question or of other schools, and the 
service that is rendered by pupil nurses in the public or 
semi-private wards. 

Nurses sometimes feel that the hospital has no more 
right to designate the recompense that they should claim 
from private patients, than it has to limit the fee charged 
by the physician or surgeon. In a way this argument has 
some weight. A difficult problem arises when a patient 
who has been cared for by a graduate nurse at a definite 
consideration, is moved to a hospital, and this same nurse 
is prevented from receiving the same fee for her service 
that she received when the patient was being treated in 
his or her home. 

Complaints that arise as a result of a charge that was 
considered exorbitant by a private patient, of course, 
should be referred to the superintendent of nurses, and 
through her to the administrator of the hospital. 

It has been suggested that hospitals might have a slid- 
ing scale of rates which graduate nurses are permitted to 
charge. Certainly anything that brings about mistrust of 
the hospital’s motives immediately becomes a matter over 
which the administrator of the hospital and the board of 
trustees must exercise supervision. 

In some institutions a definite rate is fixed which is in 
accord with current rates for nursing service, and private- 
duty nurses are required not to exceed this amount. In 
other institutions, this problem is solved satisfactorily by 
the adoption of a system whereby the hospital submits a 
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bill to the patient for nursing service, and in turn pays 
the graduate nurse for her work. While this system has 
some drawbacks it appears to have much to recommend it. 

The hospital, therefore, should deal with the matter of 
charges made by graduate nurses, if the former system 
is in vogue, in the same manner as it would with a physi- 
cian cr surgeon who charged unusual or exorbitant fees 
for his services. If the latter system is the one used, the 
hospital can definitely regulate the rates that graduate 
nurses are permitted to charge. 


8. Should it be considered humiliating by the members 
of the visiting staff for the hospital to insist on their 
registration upon their arrival and departure from the 
institution? 

This is a question that has many local angles. To the 
great credit of the medical profession, it may be stated 
that there are but few ethical physicians who require any 
supervision in regard to the time that they spend in the 
hospital. The urge to supply the best medical care for the 
hospital patient is so strong among physicians everywhere, 
that their desire faithfully to fulfill their professional 
duties simplifies hospital record keeping. 

On the other hand, modern business methods require 
that accurate records be kept concerning all the activities 
of the hospital. This, of course, includes not only an ac- 
curate cost accounting system but just as accurate clinical 
and personnel records. 

Moreover, there are occasionally physicians, 
quirements of whose practice are so exacting that they 
are tempted to slight in some degree their hospital visi- 
tation, provided they have been told by telephone that 
there are no urgent cases on their service. 

In some hospitals rather elaborate, electrically controlled 
systems for the chiefs’ “in-and-out” registration, have been 
devised. These systems contemplate the immediate in- 
formation to the telephone operator of the physician’s 
arrival, and a like notification of his departure. In con- 
junction with this system there has been added in some 
institutions a permanent time registration for the hospital 
records. Occasionally hospital administrators feel that the 
visiting staff should comply with the same rules in regard 
to “in-and-out” registration as do other institutional at- 
tachés. Time clock registration has been found to be not 
a little objectionable to physicians, who feel that their 
professional dignity has been somewhat transgressed by 
this requirement. 

On the other hand, from the standpoint of guarding 
the professional interests of the physician prompt notifica- 
tion of his arrival at the hospital is useful. Urgent calls 
from his own practice can be more intelligently and 
speedily transmitted to him if the operator is promptly 
informed not only of his presence in the institution, but 
of the department which he may be visiting. 

Many institutions require that its staff members visit 
its wards daily; in others tri-weekly visitation is required. 

Whatever be the rule it is a good policy for the hospital 
administrator to compile, at certain definite intervals, a 
visitation record of his staff. In this manner the con- 
scientious physician has definitely on record the degree 
of his faithfulness, in comparison with the physican who 
is less attentive to his duties. 

Where no electrical system is in use, hospitals require 
the signature of chiefs on a visitation book. 

Finally, “in-and-out” registration by the chief is useful 
to him and to the hospital, because messages and con- 
sultation requests that might be difficult to deliver if no 
such system were in use, can be left at the central point 
where this registration is done. 
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ECONOMIZING 
IN THE SMALL 
HOSPITAL 








By R. D. Brisbane, Superintendent, San Jose Hospital 
San Jose, Calif. 


UR experience in economizing ut the San Jose Hos- 

pital, San Jose, Calif., may be helpful to others for 

with full allowance for depreciation and deducting 
for interest on bonds, bad debts and other overhead, we 
have come out more than even in the second year of ex- 
istence. Because cf the defaulting of the contractor and 
other unforeseex difficuliies a large financial burden has 
been carried in the meantime. 

Our institution accommodate: ninety adults at capacity, 
and twenty-five infants. Two technicians are employed 
in the clinical laboratory, giving twenty-four hour service; 
one technician in the x-ray laboratory; one full time phar- 
macist; one historian; one dietitian; graduate supervisors 
on each floor and in the surgery; and a training school 
of forty-five students with superintendent of nurses and 
instructor. Several of these department heads would be 
able to “double up” were it not for the fact that much of 
the rush comes at the same hours and it is difficult to get 
double duty department heads. 

Charges have been fixed in each department to cover 
all overhead, including labor, materials, floor space rental, 
light, heat, depreciation, and other incidentals. This ar- 
rangement covers the surgery also. If the departmen‘s 
are made to pay, the rest of the institution should care 
for itself, labor costs not being excessive and room rates 
sufficient. 

Starting the economy program with the office, it was 
arranged that three persons should take the place of five 
for care of the switchboard and patients’ journal and as 
cashier and general ledger bookkeeper. A columnar sys- 
tem is used throughout with double check for every per- 
sonal account, items on the journal card, bill, and patients’ 
journal agreeing in sequence and arrangement. 

As patronage grows, a bookkeeping machine will be 
added providing a further check against error and reducing 
labor cost. Two files that were installed for 5”x8” pur- 
chasing information cards, and personal ledger accounts 
under collection, 4”x6” in size, have paid for their costs 
in three months through time saved. In passing it might 
be mentioned that the wire clips were removed in the 
center of the files just doubling the capacity. 

All invoices are first O.K.’d by the manager who acts 
as purchasing agent. After entry and payment, the date, 
seller, price, and amount are entered from the vouchers 


on the respective purchase cards, one card for each article. 
All these prices and amounts are compared again by the 
manager, which acts as a check against the bookkeeper. 
Errors in billing, exorbitant prices, and mistakes of the 
bookkeeper in sometimes adding together invoice and 
statement, have thus been detected amounting to as high 
as $40 in one month. This check also helps to put sellers 
“on their metal.” 

Graphs are conspicuously displayed in the main office 
showing the water, gas, electricity, and fuel oil used each 
month. The chart has an excellent effect in encouraging 
economy in the various departments. A graph is also kept 
of the daily attendance, and all employees of the hospital 
take a keen interest in watching our average rise. 

Groceries and other non-perishable supplies are pur- 
chased once each month. They give us better prices, we 
find, if their five-ton trucks have to come only once a 
month with a load instead of four times a month with a 
quarter load or less. 

Cotton, gauze and linen are purchased from the mills 
whenever possible, showing considerable saving over local 
dealers prices as a rule. Water freight is always specified. 
On one short haul of fifty miles, $15 was saved in freight 
by water instead of by truck on one thousand pounds of 
cotton. The deciding factor in any purchase of quantities 
is whether the interest on material until used and the 
money involved will offset the saving. 

In the smaller supplies, stationery articles, such as pens, 
clips and blank cards, are purchased from the wholesale 
house also, often showing fifty or more per cent reduction 
over retail stationers. Desk blotters, for instance, that 
retail for at least ten cents, are purchased for three cents 
each in half ream lots. Ink is made from concentrate 
instead of being purchased in bottles, at a saving of sev- 
enty-five per cent over retail. The druggist is supplied 
with fine lubricating oil for dispensing to departments in 
small cans, at a price of $1.75 a gallon compared with $8 
a gallon if the oil is purchased in hardware stores a 
few ounces at a time. 

Nearly every hospital uses many printed forms. There 
are printers and printers. Sending out for bids a few 
times will soon determine who can do the cheapest work 
and a little printing experience will soon show who can 
do the best. A threat of sending printing out of town 
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will often bring prices down to reasonable levels. The 
more that can be learned regarding paper grades, economic 
cutting, set-up, ruling, and other fundamentals of the 
trade, the greater the economies that can be effected in 
all printing done. 

All bills are discounted, effecting a saving of from $300 
to $560 a year; and all bills not bearing discounts are 
paid promptly on the tenth of the month following pur- 
chase. Every salesman and every mercantile house is 
anxious for our business and they give us many chances 
to save money on odd lots because they know we pay cash. 

We find it is just as easy to pay promptly as to wait 
for sixty to ninety days. It is all in getting started. And 
a few inquiries will demonstrate what savings can be 
obtained from business houses by thirty day payments. 

Statements are sent out regularly twice a month to all 
“installment” accounts or delinquents. When anyone 
promises payment on a certain date a reminder is sent 
at that time saying that we are expecting the payment. 
Overdue accounts are sent promptly to our attorneys for 
collection at the end of three months, unless there are 
extenuating circumstances. Physicians are informed of 
any of their clients whose accounts must go to court for 
collection so that they may give us any information they 
desire. Our losses thus far have amounted to only one per 
cent of the total business. 


Supplies Issued for Day's Need Only 


Supplies are issued from the storeroom only on requisi- 
tion and in amounts sufficient for the day’s needs in the 
kitchens. An absolute check is kept on all withdrawals. 

Breakages through carelessness are charged to the per- 
son responsible for the breakage. 

In the boiler house the exhaust from the pumps is run 
back through the low pressure heating system. The fuel 
oil used is run through a steam superheater so that the 
oil as it flows from the burner is almost a vapor. Super- 
heating has greatly reduced the consumption of oil through 
better combustion, and raised the efficiency of the boiler 
through causing less deposit of soot or carbon on the tubes. 

Where faucets are apt to be left open, self-closing valves 
are installed and save their cost in a few months’ time. 

Automatic lawn sprinklers enable us to use the gardener 
for half his time in handy work about the building for 
such work as painting or repairs. 


Lacquer Used Instead of Oil Paint 


Considerable time is now being saved by using thirty- 
minute lacquers instead of oil paints. A room can be 
finished completely now in one day where before, with 
oil paints, it took two or three days and the odor did not 
leave the room for a week. We use the non-inflammable 
type of lacquer for safety’s sake, and although the odor 
is unpleasant it is gone in a comparatively short time. 
We have also found lacquers very serviceable for cement 
floors and extremely durable for floors, woodwork or walls. 
A flat finish can now be obtained that will not reflect too 
much light from the walls. 

Where formerly our garbage was being hauled at some 
expense we are now being paid by a man who buys it for 
his hogs. Bottles and papers are carefully saved and sold 
to the junk man. 

Experiments are being conducted with adhesive, gauze, 
dressings and other similar commodities where labor is 
involved in preparation, to determine whether it is cheaper 
to buy them already cut and prepared for use or buy 
them in the hospital sizes and prepare them ourselves. 

Every possible labor saving economy in the location of 
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service rooms, utensils and apparatus is effected. An 
open, inquiring mind on the part of the superintendent, 
and first-hand information of every department are the 
greatest aids to lower costs of hospitalization. Em- 
ployees are encouraged to make suggestions of any kind. 
With the cooperation of all the per capita per diem cost, 
including expense and overhead, was reduced from $9.01 
in 1924 to $6.93 in 1925. Further reductions are expected 
in 1926, even though many costs of supplies are rising. 

We find that if the cost of production is lowered the 
price of labor must be raised to attract a higher standard 
of employee. Our scale is higher than that of most hos- 
pitals privately owned and organized for profit, but 
greater efficiency and better satisfied guests have more 
than paid the difference. 





PREVENTIVE MENTAL MEDICINE IS 
EMPHASIZED 


In a recent issue of the American Journal of Psychiatry 
Dr. J. Allen Jackson and Dr. Horace V. Pike of the Dan- 
ville State Hospital, Danville, Pa., point out that the 
mental hospital should be one of the most important 
factors in preventive mental medicine. To fulfill its destiny 
it should not limit its functions to the treatment of the 
patient within its walls, but rather should extend its 
activities into the community in such a manner that it 
may come to be recognized as the directing center in 
matters pertaining to the mental health of the com- 
munity which it serves. This applies particularly to rural 
hospitals. 

For the carrying out of this important, extramural 
phase of a hospital’s functions, there should be included 
in the administrative organization a department of com- 
munity service, which should embrace the intramural and 
extramural social service personnel, and be under the 
immediate direction of a specially trained neuro-psychi- 
atrist, who preferably should be the director of clinical 
psychiatry. 

The organization of a mental clinic in the field requires 
the combined efforts of the hospital and the particular 
community in which the clinic is located, the community 
providing the quarters, social workers, psychologist and 
clinical help, while the hospital provides an expert neuro- 
psychiatrist as the directing and supervising head. 

It is emphasized by Dr. Jackson and Dr. Pike that 
future progress in mental medicine, like that in general 
medicine and surgery, will be to a great extent in direct 
proportion to the development of preventive measures. 
The mental hospital should play an important part in 
the matter of prevention, and to this end should not limit 
its functions to the care of its patients but should extend 
its activities along clinical and educational lines in the 
community. 

The extramural function of a mental hospital is of 
sufficient importance to demand not only a place for it 
in the administrative program of the hospital, but to 
secure adequate financial provision by our legislative 
bodies for the carrying out in the hospital community of 
a definite constructive, clinical and educational program. 





If the kitchen equipment is to be kept in the best condi- 
tion it must be properly taken care of. Manufacturers 
say that most of the complaints that come to them regard- 
ing poor service and breakdowns are the result of a lack 
of common sense in lubricating the machinery. There 
should be a definite schedule for every piece of machinery 
and each piece should be oiled according to this schedule. 
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of the natural health building factors was the pre- 

scription given to forty children at the new Decatur, 
[ll., Preventorium last summer. The preventorium, which 
has the distinction of being the first of its kind in the 
state of Illinois, was established under the auspices of 
the Decatur and Macon County Tuberculosis Sanatorium 
with the assistance of the Decatur and Macon County 
Hospital, the visiting nurses’ associaton and the public 
health department cf the city. 

Last spring these organizations planned to promote the 
preventorium idea so that by the time the schools of the 
city had closed the undernourished and underweight chil- 
dren, who constitute the future tuberculosis patients if 
the disease is not checked, could have the opportunity of 
combining a systematic rest cure with a wholesome sum- 
mer spent outdoors. In this way the work of the fresh 
air school of the city represented by a number of the 
preventorium children, was supplemented and the benefits 
to these children were not lost but rather augmented by 
the summer vacation. Thus the children of the city who 
came from homes where they had been exposed to tuber- 
culosis and those in danger of becoming infected with the 
disease were given this opportunity of prevention and a 
chance for complete recovery. 

Construction of the preventorium began on June 5 and 
was completed by June 16. It is the regular open air 
type of cottage sixty by thirty-eight feet with screened-in 
sides and with cots for forty children. It is located just 
behind the sanatorium. The roof was constructed so that 
rainy weather would not interfere with the daily treat- 
ment. Part of the fund for building was raised by a bene- 
fit dance, and by a card party given by the Newcomers 
Club. The cots are of the folding type which makes the 
pavilion serve a twofold purpose, since at night the floor 
was cleared and the building was available as an open 
air recreation hall. 

The preventorium opened June 21, with twenty-eight 


Prot sre of sunshine, rest and good food. This tonic 
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FORTY CHILDREN MADE FIT THROUGH 
ILLINOIS’ FIRST PREVENTORIUM 


children enrolled, and the number was soon raised to the 
maximum capacity of the building. Registration was open 
to all children of the city, under fourteen years of age, 
in need of such care. The children ranged from nine to 
fourteen years, although two or three were as young as 
six years. The children were registered at the sanatorium 
by Dr. E. G. Ahrens, medical director, Decatur and Macon 
County Tuberculosis Sanatorium, assisted by Dr. W. S. 
Keister, director of health for the city, and by sanatorium 
nurses. 

Under the personal direction of Dr. Ahrens, assisted by 
Lydia Hackman, Mary Mose, visiting tuberculosis nurses, 
and a number of nurses from the hospital, a daily health 
schedule of rest, sun exposure and play was carried out 
by the children, under constant supervision from 9 a. m. 
to 5 p. m. six days of the week. 

The children were brought to the sanatorium every 
morning at 9 a. m., free of charge, on the street cars 
and returned to their homes every evening at 5 p.m. The 
daily program was as follows: 

9:00—Arrive at camp. 

9:00 to 10:30—Play. 

10:30 to 11:30—Sun exposure. 

11:30 to 12:30—Rest on cots. Fingernail drill. Wash 
up for dinner. Dinner. Toothbrush drill. 

1:30 to 3:00—Rest on cots. 

3:00 to 4:00—Sun exposure. 

4:00 to 5:00—Play. 

Return home. 

The sun treatment began at the rate of about ten min- 
utes a day and was increased at a regular rate until the 
children received one hour of exposure in the morning and 
one in the afternoon. The gradual removal of the chil- 
dren’s clothing, so that their skin could receive the direct 
rays of the sunshine, accompanied the increase in the 
amount of sun exposure until an absolute minimum amount 
of clothing was worn. 

Every noon the well-baianced lunch, containing plenty 





The children are resting and taking their sun treatment in the open air pavilion. 
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of fresh vegetables and milk, which was served to the 
children, was prepared in the main kitchen of the Decatur 
and Macon County Hospital. As an incentive to the chil- 
dren to do their best in improving their condition by eat- 
ing their vegetables and carefully observing the rules 
of the preventorium and their home treatment a prize was 
offered to the child who gained the most weight during the 
summer months. 

During the hours of recreation the children were super- 
vised in their games on the playground which was ap- 
propriately furnished with swings, slides, teeter totters 
and other gymnasium apparatus. This playground equip- 
ment was bought by the women’s service league of the 
hospital. 

Children in need of special treatment or examination 
were taken to the clinic at the Decatur and Macon County 
Hospital where they were weighed, measured and given a 
complete physical examination and special instruction with 
respect to nutrition and hygienic living. Infected tonsils 
were removed where necessary and dental defects were 
remedied. 

The exact cost of the preventorium is not yet known, 
according to Dr. P. W. Wipperman, superintendent, Deca- 
tur and Macon County Hospital and Sanatorium, but ex- 
penses have thus far totaled more than $700. Of course 
the work done by this health center cannot be estimated 
in dollars and cents, for at the close of the preventorium 
season forty children who had come to the preventorium 
pale, undernourished and underweight returned to their 
homes, and many of them to school, with a healthy coat 
of tan, fortified with increased weight and appetite to 
continue their systematic fight against the tuberculosis 
germ. The success of the initial attempt at a preventorium 
as a part of the hospital and health program of Decatur 
was such that the future of the project is assured and 
plans for more extensive work of this nature are under 
way. 





ENGLAND OPENS TROPICAL DISEASE 
RESEARCH INSTITUTE 


In opening the Ronald Ross Institute and Hospital, lo- 
cated at Putney, England, on July 17, the Prince of 
Wales called attention to the vast tropical spaces opened 
to modern civilization by the curbing of malaria and 
other tropical diseases through the discoveries of Sir 
Ronald Ross, for whom the institution is named. 

The work of the institute has already begun. Its main 
purpose will be intensive research into the prevention and 
treatment of tropical diseases, but it will also serve as a 
propagandist center for handing on information to workers 
abroad and for stimulating control work in malaria and 
other tropical and sub-tropical diseases. It will not be a 
teaching center but will be open to medical men home 
from the tropics for research. 

Three laboratories, two wards and a library have been 
installed in the building and ample space is available for 
future expansion. 





A Southern hospital that was one of the first to depart 
from the old-fashioned institutional look, now has special 
metal covers for all radiators in private rooms. These 
have a special section in which water can be kept for 
properly humidifying the air. These covers do much to 
keep the walls clean, reduce the movement of dust about 
the room and, because they are finished in the same color 
as the furniture, they really become a pleasing part of 
the furnishings. The top of the cover is heavy enough 
to be used as a table or a seat. ; 








PROMPT PAYMENT PAYS 


The following remarks come from S. G. Davidson, super- 
intendent, Butterworth Hospital, Grand Rapids, Mich.: 

“Regardless of the statement so often made that the 
hospital is a philanthropic institution, it is first and fore- 
most a business institution, and a good sized operating 
business at that. We buy all kinds of food, linen, surgi- 
cal instruments and medical supplies. As proof of the 
fact that this is a business organization we have to pay 
for these things and pay promptly. At least it is good 
business to pay promptly and take discounts. 

“One of the old customs still prevailing in institutions 
is that of non-payment of bills for long periods of time. 
I know of hospitals who let their bills run for 90 and 120 
days—yes, even as long as five, six, and seven months, 
and I know of nothing that would so promptly make a 
board of trustees realize they are directors of a real busi- 
ness than for every manufacturer or selling agency to cut 
off the supplies of the hospital that let its bills run more 
than sixty days. Incidentally, it might help the whole hos- 
pital group by giving tc all an cpportunity of getting a 
little better price, as many houses are charging exorbitant 
prices because they know that hospitals generally are 
slow pay. 





THE HOSPITAL INTERN YEAR 


Nowhere in the world has the hospital intern year been 
more generally adopted or been developed into such a 
valuable part of the medical course as in America. More 
than 90 per cent of American medical students serve a 
year or more as interns in the hospitals before begin- 
ning practice. 

Many medical schools and many state boards make it 
a requirement for examination for licensure. This re- 
quirement should be made by all state boards and all 
medical schools in the interest of the public. No one 
should be permitted to practice medicine who has not had 
the practical experience of serving for at least a year 
as a hospital intern. 

It has now been shown by the experience of a number 
of years that this hospital year requirement is perfectly 
practical and of great value. 

The question whether a rotating service or a single 
service should be required for the fifth year is one still 
under discussion. Many of the best teaching hospitals, 
such as Peter Bent Brigham, Boston; Johns Hopkins Hos- 
pital, Baltimore; Lakeside Hospital, Cleveland; Barnes 
Hospital, St. Louis and the Presbyterian Hospital, Chicago, 
have the single service system. The students themselves 
prefer the rotating service. 

—Journal of the American Medical Association. 





In India, King Asoka, who reigned in the third century 
B. C., published an edict commanding the establishment 
of hospitals throughout his dominions. This royal fashion 
spread and in the year 399 A. D., six hundred years after 
Asoka’s death, a Chinese traveler by the name of Fa-Hian, 
says in his account of a visit to India: “The nobles and 
landowners of this country have founded hospitals in the 
city to which the poor of all countries, the destitute, the 
crippled, the diseased, may repair for shelter. They re- 
ceive every kind of help gratuitously. Physicians inspect 
their diseases, and according to their cases, order them 
food and drink, decoctions or medicines, everything in 
fact that may contribute to their ease. When cured they 
depart at their own convenience and return when in need 
of further help.” 
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REPORT OF HOSPITAL STANDARDIZATION FOR 
THE YEAR 1926 


of the American College of Surgeons for the United 

States, Canada and other countries is presented here- 
with. The list of fully and conditionally approved hos- 
pitals comprises institutions that have adopted the mini- 
mum standard requirements of the American College of 
Surgeons and are conscientiously endeavoring to put them 
into effect. The institutions considered for hospital stand- 
ardization this year embrace: (1) Hospitals of 100 beds 
and over; (2) hospitals of 50 to 100 beds; (3) hospitals 
of 35 to 50 beds; (4) army hospitals; (5) navy hospitals; 
(6) United States Public Health Service hospitals; (7) 
United States Veterans Bureau hospitals; (8) National 
Homes for Disabled Volunteer Soldiers; (9) hospitals in 
other countries. 


Te ninth annual Hospital Standardization Report 


Summary of Hospital Standardization Movement 


A. For the year 1926: 
1. Hospitals of 100 beds and over: 


MEE gnc nb 65 coneeebasenssuaneeden 1,055 
0 6 ee eee 899 
Conditionally approved ............... 72 
MD GIES 06 0 cs cds eskeeeesei ces 971 
Percentage approved ............+.65. 92 
2. Hospitals of 50 to 100 beds: 
NOE cinnadudnno pew Kine sv Gwen es 991 
Pe SD ccncades sa eeanedeanwens 443 
Conditionally approved ............... 130 
cL ee ee er 573 
Percentage approved ...........ee0005 57.8 
3. Hospitals of 35 to 50 beds: 
NE ncinwedese tudes sac eeneweessen 358 
Pee GOING o.oo dcccciwdescaevicctccs 38 
Conditionally approved ............... 29 
EE PIES Ga danes sedsadareawasans 67 
Percentawe APPTOVED .....ccccsccccesss 18.7 


4. Government Hospitals: 
(a) Army: 


NEE icant aa wank ce Kee Cee 5 
Pe GES 6 bi xd bin ctcecnwne d's 5 
Conditionally approved ............ 0 
TR BIE 6 x8 dns Khir iadiacane 5 
Percentage approved ............. 100 
(b) Navy: 
NN 656 Bip tin unig aie and aa waUnKeS 9 
2. fe SS ere 9 
Conditionally approved ............ 0 
ee IN nck ok Gesdencades 9 
Percentage approved ............. 100 
(c) Public Health Service: 
PET <cecoebabcunedecwan aguas 23 
PU ND Sckcuacuckevceeedes 19 
Conditionally approved ............ 4 
EE SO ii ied poe eens 23 
Percentage approved ............. 100 
(d) Veterans Bureau: 
eee ee 48 
Pe IE 6 wiuicinescaéveseeeya 45 
Concitionally approved ............ 1 
SE SINE Ach acdc dccensccce 46 
Percentage approved ............. 95.8 
(e) National Homes for Disabled Volunteer 
Soldiers: 


ck cee eiyeweetsenaned 10 
ok, re eee 8 
Conditionally approved ......... ere 1 
ee ee re 9 
Percentage approved ............. 90 


- 


5. Other Countries: 

During the year in the survey of a group of 
94 hospitals 25 were regarded as acceptable for 
full approval and worthy of honorable mention 
in connection with the list published this year. 


SUMMARY 
Total number of hospitals surveyed .......... 2,528 
Number of hospitals fully approved ........ 1,495 
Number of hospitals conditionally approved .. 236 
Total number of hospitals approved ......... 1,731 
Percentage of hospitals approved .......... 68.5 


B. For the years 1918 to 1926: 
1. Nine surveys of hospitals of 100 beds and over: 


Hospitals Hospitals 
Year Surveyed Approved Percentage 
1918 692 89 12.9 
1919 692 198 28.6 
1920 692 407 58.8 
1921 761 573 75.3 
1922 812 677 83.4 
1923 870 751 86.2 
1924 961 831 86.5 
1925 995 879 89.3 
1926 1,055 971 92.0 
2. Five surveys of hospitals of 50 to 100 beds: 
1922 812 335 41.3 
1923 916 430 46.9 
1924 973 508 52.2 
1925 952 535 56.2 
1926 991 573 57.8 
3. Three surveys of hospitals of 35 to 50 beds: 
1924 307 49 15.9 
1925 327 60 18.3 
1926 358 67 18.7 


4. Two surveys of Government Hospitals of the 
United States: 


1925 100 90 90.0 
1926 95 92 96.8 
5. Total number of individual surveys of hospitals— 
13,360. 


Scope of Movement Widens 


The work of hospital standardization is not finished. 
It will go on for all time to come. The ever increasing 
scope of the movement is fully realized by those charged 
with the responsibility of carrying on this work, but the 
program laid out each year can be only as extensive as 
the budget will permit. Up to the present, therefore, 
the survey has been limited to hospitals of thirty-five beds 
and over, but the college recognizes the great need of 
extending this service to institutions under thirty-five 
beds. When finances are available this work will be 
gladly undertaken. 

As a major part of the general program of hospital 
standardization for the coming year the American College 
of Surgeons will direct its attention chiefly to the follow- 
ing activities: 
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1. An intensive survey of all hospitals of thirty-five 
beds and over not on the fully approved list at the present 
time. In this group there are 1,033 hospitals which can 
readily meet all the requirements if they are interested. 

2. The increasing of the background of service to all 
hospitals. This will be done through personal visits of 
officials of the college and through an active, well organ- 
ized hospital information and service department as al- 


ready explained in this report. 


3. The developing of minimum standards. Hospitals 
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today are looking for practical minimum standards to set 
the course towards maximum standards. In this field the 
college can render an extensive service. 

4. The holding of a series of hospital conferences 
throughout the United States and Canada. 
that there may be an opportunity of meeting a large 
number of the hospital people throughout the field during 
the tour of sectional meetings of the college, and holding 
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It is hoped 


numerous hospital conferences of practical value to each 


community. 





List of Approved Hospitals of Thirty-five Beds or More in the United States, 
Canada and Other Countries 


UNITED STATES 


ALABAMA 
100 or more beds 


Birmingham Baptist Hospital, Birmingham 
City Hospital, Mobile 
Employees Hospital of the Tennessee Coal, 
Iron and Railroad Company, Birmingham 
Hillman Hospital, Birmingham 
Moody Hospital, Dothan 
Norwood Hospital, Birmingham 
Providence Infirmary, Mobile 
*St. Margaret’s Hospital, Montgomery 
St. Vincent’s Hospital, Birmingham 
South Highlands Infirmary, Birmingham 
50 to 100 beds 
*Alabama Baptist Hospital, Selma 
*Bessemer General Hospital, Bessemer 
Children’s Hospital, Birmingham 
*Frazier Hospital, Dothan 
John A. Andrews Memorial Hospital, Tus- 
kegee 
*Montgomery Memorial Hospital, Montgomery 
Vaughan Memorial Hospital, Selma 
Walker County Hospital, Jasper 
85 to 50 beds 


Drummond-Frazier Hospital, Sylacauga 
Sylacauga Infirmary, Sylacauga 


ARIZONA 
100 or more beds 


Arizona Deaconess Hospital, Phoenix 
St. Joseph’s Hospital, Phoenix 
*St. Mary’s Hospital, Tucson 
50 to 100 beds 
*Gila Countv Hospital, Globe 
Southern Methodist Hospital and Sanatorium, 


cson 
3% to 50 beds 


*Mercy Hospital, Prescott 
Miami-Inspiration Hospital, Miami 


ARKANSAS 
100 or more beds 


Little Rock General Hospital, Little Rock 
Missouri Pacific Hospital, Little Rock 
St. Bernard’s Hospital, Jonesboro 
St. Louis Southwestern R. R. Hospital, Tex- 
arkana 
St. Vincent’s Infirmary, Little Rock 
*Sparks Memorial Hospital, Fort Smith 
State Baptist Hospital, Little Rock 
50 to 100 beds 


Davis Baptist Hospital, Pine Bluff 
Fayetteville City Hospital, Fayetteville 
Leo N. Levi Memorial Hospital, Hot Springs 
Michael Meager Memorial Hospital, Texarkana 
*St. Edward’s Mercy Hospital, Fort Smith 
*St. John’s Hospital, Fort Smith 
Trinity Hospital, Little Rock 
Warner Brown Hospital, El Dorado 
to 50 beds 
*Helena Hospital, Helena 
CALIFORNIA 
100 or more beds 
Alameda County Hospital, San Leandro 
California Lutheran Hospital, Los Angeles 
Children’s Hospital, Los Angeles 
Clara Barton Hospital, Los Angeles 
Community Hospital, Long Beach 
*Fabiola Hospital, Oakland 
*Franklin Hospital, San Francisco 
*French Hospital, San Francisco 
General Hospital of Fresno County, Fresno 
*Glendale Sanitarium and Hospital, Glendale 
Hahnemann Hospital of the University of 
California. San Francisco 
Hol Hospital, Hollywood 
Hospital for Children, San Francisco 
Hospital of the Samaritan, Los Angeles 
eee Sanitarium and Hospital, Loma 
n 


The asterisk (*) indicates conditional ap- 
proval. 


Los Angeles General Hospital, Los Angeles 

Mary’s Help Hospital, San Francisco 

Mater Misericordie Hospital, Sacramento 

Mercy Hospital, San Diego 

Methodist Hospital of Southern California, 

Angeles 

Mount Zion Hospital, San Francisco 

O’Connor Sanitarium, San Jose 

Orange County General Hospital, Orange 

*Pacific Hospital, Los Angeles 

Paradise Valley Sanitarium, National City 

Pasadena Hospital, Pasadena 

Providence Hospital, Oakland 

*Roosevelt Hospital, Los Angeles 

Sacramento Hospital, Sacramento 

St. Francis Hospital, San Francisco 

St. Francis Hospital, Santa Barbara 

St. Helena Sanitarium and Hospital, Sanitar- 
ium 

St. Joseph’s Hospital, San Francisco 

*St. Joseph’s Hospital, Stockton 

St. Luke’s Hospital, San Francisco 

St. Mary’s Hospital, San Francisco 

St. Vincent’s Hospital, Los Angeles 

Samuel Merritt Hospital, Oakland 

eae: Bernardino County Hospital, San Bernar- 
ino 

San Diego County General Hospital, San 
Diego 

San Francisco Hospital, San Francisco 

*San Joaquin General Hospital, French Camp 

*San Jose Hospital, San Jose 

Santa Barbara Cottage Hospital, Santa Bar- 


bara 
*Santa Clara County Hospital, San Jose 
*Santa Fe Coast Lines Hospital, Los Angeles 
Seaside Hospital, Long Beach 
*Southern Pacific Hospital, San Francisco 
Stanford University Hospitals, San Francisco 
Sutter General Hospital, Sacramento 
University of California Hospitals, San Fran- 
cisco 
White Memorial Hospital, Los Angeles 


50 to 100 beds 


*Burbank Hospital, Burbank 

*Community Hospital, Belmont 

*French Benevolent Hospital, Los Angeles 

Golden State Hospital, Los Angeles 

Kaspare Cohn Hospital, Los Angeles 

Mercy Hospital, Bakersfield 

Mills Memorial Hospital, San Mateo 

Orthopedic Hospital-School, Los Angeles 

Ramona Hospital, San Bernardino 

*Roosevelt Hospital, Los Angeles 

*Ross General Hospital, Ross 

Scripps Memorial Hospital, La Jolla 

Shriners Hospital for Crippled Children, San 
Francisco 

St. Mary’s Long Beach Hospital, Long Beach 

University of California Infirmary, Berkeley 

Woodland Clinic Hospital, Woodland 


85 to 50 beds 
Baby Hospital, Oakland 
COLORADO 
100 or more beds 


Beth-El Hospital, Colorado Springs 

Boulder Colorado Sanitarium, Boulder 

Children’s Hospital, Denver 

Colorado General Hospital, Denver 

Denver General Hospital, Denver 

Glockner Sanatorium and Hospital, Colorado 

Springs 

Mercy Hospital, Denver 

Minnequa Hospital, Pueblo 

St. Anthony’s Hospital, Denver q 

St. Francis Hospital, Colorado Springs 

St. Joseph’s Hospital, Denver 

St. Luke’s Hospital, Denver 

St. Mary’s Hospital, Pueblo 

University of Colorado Hospital, Denver 
50 to 100 beds 


Beth Israel Hospital, Denver 
Community Hospital, Boulder 
Denver and Rio Grande Western Hospital, 


Salida 


Mt. St. Rafael Hospital, Trinidad 

National Methodist Episcopal Sanatorium, 
Colorado Springs 

*Red Cross Hospital, Salida 

*St. Mary’s Hospital, Grand Junction 


85 to 50 beds 


Atchison, Topeka and Santa Fe Railway Hos- 
pital, La Junta 

*Park Avenue Hospital, Denver 

Parkview Hospital, Pueblo 


CONNECTICUT 
100 or more beds 


Bridgeport Hospital, Bridgeport 
Danbury ae Danbury 
Grace Hospital, New Haven 
Greenwich Hospital, Greenwich 
Hartford Hospital, Hartford 
Hospital of St. Raphael, New Haven 
Lawrence and Memorial Associated Hospitals, 
New London 
Meriden Hospital, Meriden 
Middlesex Hospital, Middleton 
Municipal Hospital, Hartford 
New Britain General Hospital, New Britain 
New Haven Hospital, New Haven 
St. Francis Hospital, Hartford 
St. Mary’s Hospital, Waterbury 
St. Vincent’s Hospital, Bridgeport 
Stamford Hospital, Stamford 
Waterbury Hospital, Waterbury 
50 to 100 beds 


Charlotte Hungerford Hospital, Torrington 

*Home Memorial Hospital, New London 

*Litchfield County Hospital, Winsted 

Manchester Memorial Hospital, South Man- 
chester 

Mount Sinai Hospital, Hartford 

Norwalk General Hospital, Norwalk 

*William W. Backus Infirmary, Norwich 


DELAWARE 
100 or more beds 
Delaware Hospital, Wilmington 
50 to 100 beds 
Homeopathic Hospital, Wilmington oe 
*Physicians and Surgeons Hospital, Wilming- 
ton 
DISTRICT OF COLUMBIA 
100 or more beds 
Central Dispensary and Emergency Hospital, 
Washington 
Children’s Hospital, Washington 
Columbia Hospital for Women, Washington 
Episcopal Eye, Ear and Throat Hospital, 
Washington y 
Freedmen’s Hospital, Washington _ 
*Gallinger Municipal Hospital, Washington 
Garfield Memorial Hospital, Washington | 
George Washington University Hospital, 
Washington o 
Georgetown University Hospital, Washington 
Providence Hospital, Washington 
*Sibley Memorial Hospital, Washington 
Washington Sanitarium and Hospital, Takoma 
Park 
FLORIDA 
100 or more beds 
Duval County Hospital, Jacksonville 
East Coast Hospital, St. Augustine 
*Good Samaritan Hospital, West Palm Beach 
Gordon Keller Memorial Hospital, Tampa 
James M. Jackson Memorial Hospital, Miami 
*Pensacola Hospital, Pensacola 
St. Luke’s Hospital, Jacksonville 
50 to 100 beds 
Allison Hospital, Miami 
Faith Hospital, St. Petersburg | 
*St. Vincent’s Hospital, Jacksonville 
35 to 50 beds 


Bayside Hospital, Tampa 
Riverside Hospital, Jackecnvitio 
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GEORGIA 
100 or more beds 


*City Hospital, Columbus 

Davis-Fischer Sanatorium, Atlanta 

Georgia Baptist Hospital, Atlanta 

Grady Hospital, Atlanta 

John D. Archbold Memorial Hospital, Thom- 
asville 

*Macon Hospital, Macon 

Piedmont Sanitarium, Atlanta 

St. Joseph Infirmary, Atlanta 

University Hospital, Augusta 

Wesley Memorial Hospital, Atlanta 

50 to 100 beds 


Athens General Hospital, Athens 
Atlantic Coast Line Relief Department Hos- 
pital, Waycross 
Downey Hospital, Gainesville 
Harbin Hospital, Rome 
*Middle Georgia Hospital, Macon 
*Phoebe Putney Memorial Hospital, Albany 
*St. Mary’s Hospital, Athens 
Scottish Rite Hospital for Crippled Children, 
Decatur 
Wilhenford Hospital for Women and Chil- 
dren, Augusta 
Wise Sanitarium, Plains 
IDAHO 
100 or more beds 


St. Alphonsus Hospital, Boise 
St. Joseph’s Hospital, Lewistown 
50 to 100 beds 
Latter-Day Ssints Hospital, Idaho Falls 
Pocatello General Hospital, Pocatello 
*Providence Hospital, Wallace 
St. Anthony’s Mercy Hospital, Pocatello 
St. Luke’s Hospital, Boise 
35 to 50 beds 
*St. Maries Hospital, St. Maries 
ILLINOIS 
100 or more beds 


Alexian Brothers Hospital, Chicago 

Augustana Hospital, Chicago 

Blessing Hospital, Quincy 

Chicago Lying-in Hospital, Chicago 

Chicago Memorial Hospital, Chicago 

Childrens Memorial Hospital, Chicago 

Columbus Hospital, Chicago 

Cook County Hospital, Chicago 

Decatur and Macon County Hospital, Decatur 

Evanston Hospital, Evanston 

Frances E. Willard National Temperance 

Hospital, Chicago 

Garfield Park Hospital, Chicago 

Grant Hospital, Chicago 

*Hinsdale Sanitarium, Hinsdale 

Hospital of St. Anthony de Padua, Chicago 

Illinois Central Hospital, Chicago 

Illinois Eye and Ear Infirmary, Chicago 

John B. Murphy Hospital, Chicago 

Lake View Hospital, Danville 

Lutheran Deaconess Home and Hospital, Chi- 

cago 

Lutheran Memorial Hospital, Chicago 

Mercy Hospital, Chicago 

Michael Reese Hospital, Chicago 

Misericordia Hospital, Chicago 

*Moline Public Hospital, Moline 

Mount Sinai Hospital, Chicago 

North Chicago Hospital, Chicago 

Oak Park Hospital, Oak Park 

Our Savior’s Hospital, Jacksonville 

*Post-Graduate Hospital, Chicago 

Presbyterian Hospital, Chicago 

Ravenswood Hospital, Chicago 

Rockford Hospital, Rockford 

Roseland Community Hospital, Chicago 

St. Anne’s Hospital, Chicago. 

St. Anthony’s Hospital, Rock Island 

St. Bernard’s Hospital, Chicago 

St. Elizabeth’s Hospital, Chicago 

*St. Elizabeth’s Hospital, Danville 

St. Francis Hospital, Blue Island 

St. Francis Hospital, Evanston 

St. Francis Hospital, Peoria 

St. Joseph’s Hospital, Chicago 

St. Joseph’s Hospital, Joliet 

St. Luke’s Hospital, Chicago 

St. Mary Hospital, Quincy 

*St. Mary’s Hospital, Cairo 

St. Mary’s Hospital, East St. Louis 

St. Mary’s Hospital, Kankakee : 

St. Mary of Nazareth Hospital, Chicago 

Silver Cross Hospital, Joliet 

South Shore Hospital, Chicago 

Swedish Covenant Hospital, Chicago 

University Hospital, Chicago ; 

Washington Boulevard Hospital, Chicago 

Wesley Memorial Hospital, Chicago _ 

*Women’s and Children’s Hospital, Chicago 
50 to 100 beds 


Henrotin Hospital, Chicago 

Highland Park Hospital, Highland Park 
Huber Memorial Hospital, Pana 
Illinois Masonic Hospital, Chicago 
Ingalls Memoria! Hospital, Harvey 
Kewanee Public Hospital, Kewanee 
Lake View Hospital, Chicago 
*Lutheran Hospital, Moline | 

Olney Sanitarium, Olney 
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Passavant Memorial Hospital, Jacksonville 
*Provident Hospital, Chicago 

St. Andrew’s Hospital, Murphysboro 

*St. Elizabeth’s Hospital, Granite City 

*St. Francis Hospital, Freeport 

St. Francis Hospital, Kewanee 

St. Joseph’s Hospital, Alton 


85 to 50 beds 


*Berwyn Medical Unit, Berwyn 
*Streeter Hospital, Chicago 


INDIANA 
100 or more beds 


Epworth Hospital, South Bend 

Ft. Wayne Lutheran Hospital, Ft. Wayne 

Illinois Steel Company, Gary Hospital, Gary 

Indianapolis City Hospital, Indianapolis 

*Methodist Episcopal Hospital, Indianapolis 

*Methodist Hospital, Ft. Wayne 

Protestant Deaconess Hospital, Evansviile 

Robert W. Long Hospital and James Whit- 
comb Riley Hospital for Children, Indian- 
apolis 

St. Anthony’s Hospital, Terre Haute 

St. Edward’s Hospital, New Albany 

St. Elizabeth’s Hospital, LaFayette 

St. Joseph Hospital, Fort Wayne 

St. Joseph Hospital, South Bend 

St. Margaret Hospital, Hammond 

St. Mary’s Hospital, Evansville 

St. Mary’s Mercy Hospital, Gary 

*St. Vincent’s Hospital, Indianapolis 

Union Hospital, Terre Haute 


50 to 100 beds 


Clinton County Hospital, Frankfort 
Gary Methodist Hospital, Gary 
Grant County Hospital, Marion 
Holy Family Hosp‘tal, LaPorte 
LaFavette Home Hospital, LaFayette 
Muncie Home Hospital, Muncie 
Reid Memorial . Hospital, Richmond 
St. John’s Hospital, Anderson 

*St. Joseph’s Hospital, Logansport 
St. Joseph’s Hospital, Mishawaka 
Wabash Valley Sanitarium, LaFayette 
Walker Hospital, Evansville 


IOWA 
100 or more beds 


Finley Hospital, Dubuque 

Iowa Lutheran Hospital, Des Moines 

Iowa Methodist Hosnital, Des Moines 

Iowa State College Hospital, Ames 

*Jane Lamb Memorial Hospital, Clinton 

Jennie Edmundson Memoria! Hospital, Coun- 
cil Bluffs 

Mercy Hospital, Cedar Rapids 

Mercy Hospital, Council Bluffs 

Mercy Hospital, Davenport 

Mercy Hospital, Des Moines 

Mercy Hospital, Iowa City 

*St. Anthony’s Hospital, Carroll 

St. Joseph's Mercy Hospital, Dubuque 

St. Joseph's Mercy Hospital, Sioux City 

St. Vincent's Hospital, Sioux City 

State University of Iowa, University Hospi- 
tals, Iowa City 

50 to 100 beds 


Des Moines City Hospital, Des Moines 
Iowa Congregational Hospital, Des Moines 
Lutheran General Hospital, Sioux City 
Methodist Hospital, Sioux City 
*Ottumwa Hospital, Ottumwa 
Park Hospital, Mason City 
St. Francis Hospital, Waterloo 
St. Joseph Mercy Hospital, Waverly 
*St. Joseph’s Hospital, Keokuk 
St. Joseph’s Mercy Hospital, Clinton 
St. Joseph’s Mercy Hospital, Ft. Dodge 
St. Joseph’s Mercy Hospital, Mason City 
St. Luke’s Hospital, Cedar Rapids 
St. Luke’s Hospital, Davenport 
85 to 50 beds 
*Atchison, Toneka and Santa Fe R. R. Hospi- 
tal, Fort Madison 
*Cedar Valley Hospital, Charles City 
KANSAS 
100 or more beds 
Atchison, Topeka and Santa Fe R. R. Hospi- 
tal, Topeka ; 
Bell Memorial Hospital, Kansas City 
Bethany Methodist Hosnital, Kansas City 
St. Francis Hospital, Wichita ‘ 
St. Margaret’s Hospital, Kansas City 
Wesley Hospital. Wichita 
Wichita Hospital, Wichita 
50 to 100 beds 


Axtell Christian Hospital, Newton 

Bethel Deaconess Hospital, Newton 

Christ’s Hospital, Topeka 

Grace Hospital, Hutchinson 

Halstead Hospital, Halstead 

Jane C. Stormont Hospital, Topeka 

*Mercy Hospital, Fort Scott 

*Missouri, Kansas and Texas R. R. Hospital, 
Parsons 

Mt. Carmel Hospital, Pittsburgh 

Providence Hospital, Kansas City : 

St. Anthony Murdock Memorial Hospital, Sa- 
betha 
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St. Anthony’s Hospital, Hays 

St. Elizabeth Hospital, Hutchinson 
St. Francis Hospital, Topeka 

*St. John’s Hospital, Leavenworth 
St. John’s Hospital, Salina 

St. Joseph’s Hospital, Concordia 
*St. Mary’s Hospital, Winfield 

St. Rose Hospital, Great Bend 


85 to 50 beds 


*Epworth Hospital, Liberal 
Hatcher Hospital, Wellington 


KENTUCKY 
100 or more beds 


Good Samaritan Hospital, Lexington 

Illinois Central Hospital, Paducah 

on | N. Norton Memorial Infirmary, Louis- 
ville 

Kentucky Baptist Hospital, Louisville 

Louisville City Hospital, Louisville 

St. Anthony’s Hospital, Louisville 

St. Elizabeth Hospital, Covington 

St. Joseph's Hospital, Lexington 

St. Joseph’s Infirmary, Louisville 

SS. Mary and Elizabeth Hospital, Louisville 

Speer’s Memoria! Hospital, Dayton 


50 to 100 beds 


*Ashland General Hospital, Ashland 

*Booth Memorial Hospital, Covington 
Children’s Free Hospital, Louisville 
*Jewish Hospital, Louisville 

*King’s Daughters Hospital, Ashland 
Lynch Mines Hospital, Lynch Mines 
Methodist Episcopal Hospital, Louisville 
William Mason Memorial Hospital, Murray 


$5 to 50 beds 
Robinson Hospital, Berea 


LOUISIANA 
100 or more beds 


Hotel Dieu, New Orleans 

North Louisiana Sanitarium, Shreveport 

Our Lady of the Lake Sanitarium, Baton 
Rouge 

*Presbyterian Hospital, New Orleans 

St. Francis Sanitarium, Monroe 

Shreveport Charity Hospital, Shreveport 

Shreveport Sanitarium and T. E. Schumpert 
Memorial Hospital, Shreveport 

*Southern Baptist Hospital, New Orleans 

State of Louisiana Charity Hospital, New 
Orleans 

Touro Infirmary, New Orleans 

50 to 100 beds 


*Baptist Hospital, Alexandria 
Elizabeth Sullivan Memorial Hospital, Boga- 


usa 
Eye, Ear, Nose and Throat Hospital, ,.New 
Orleans 
Flint-Goodridge Hospital, New Orleans 
*Hichland Sanitarium, Shreveport 
*Illinois Central R. R. Hospital, New Orleans 
Mercy Hospital, New Orleans 
St. Patrick's Sanitarium, Lake Charles 
Shriners’ Hospital for Crippled Children, 
Shreveport 


MAINE 
100 or more beds 


Central Maine General Hospital, Lewiston 
Eastern Maine General Hospital, Bangor 
Maine Eye and Ear Infirmary, Portland 
Maine General Hospital, Portland 
St. Marv’s General Hospital, Lewiston 
Sisters Hospital, Waterville 

50 to 100 beds 


*Augusta General Hospital, Augusta 
Bath City Hospital, Bat 
Children’s Hospital, Portland 
St. Barnabas Hospital, Portland 
State Street Hospital, Portland 
*Webber Hospital, Biddleford 
MARYLAND 
100 or more beds 

Allegany Hospital, of the Sisters of Charity, 

Cumberland 
Baltimore City Hospitals, Baltimore 
Children’s Hospital School, Baltimore 
Church Home and Infirmary, Baltimore 
Colonial Hospital, Baltimore 
Franklin Square Hospital, Baltimore 
Hebrew Hospital and Asylum, Baltimore 
Hospital for Women of Maryland, Baltimore 
Johns Hopkins Hospital, Baltimore 
Maryland General Hospital, Baltimore 
Mercy Hospital, Baltimore 
*Peninsula General Hospital, Salisbury 
St. Agnes’ Hospital, Baltimore 
St. Joseph's Hospital, Baltimore 
Union Memorial Hospital, Baltimore 
University Hospital of the University of 

Maryland, Baltimore 
West Baltimore General Hospital, West Bal- 

timore 

50 to 100 beds 

Bon Secours Hospital, Baltimore 
Cambridge-Maryland Hospital, Cambridge 
Emergency Hospital, 
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Frederick City Hospital, Frederick 


Home and Infirmary of Western Maryland, 


Cumberland 


James Lawrence Kerman Hospital, Baltimore 
South Baltimore General Hospital, Baltimore 


35 to 50 beds 


Howard A. Kelly Hospital Baltimore 
Volunteers of America Hospital, 


MASSACHUSETTS 
100 or more beds 


Beverly Hospital, Beverly 
Boston City Hospital, Boston 
Boston Lying-in Hospital, Boston 
Brockton Hospital, Brockton 
Burbank Hospital, Fitchburg 
Cambridge City Hospital, Cambridge 
Cambridge Hospital, Cambridge 
Carney Hospital, Boston 
*Chelsea Memorial Seemed. Chelsea 
Children’s Hospital, 
ity HMospital, Worcester 
Cooley-Dickinson Hospital, Northampton 
Fall River General Hospital, Fall River 
Free Hospital for Women, Brookline 
ne Stephen Henry Ga’e Hospital, Haver- 
i 
Henry Heywood Memorial Hospital, Gardner 
Holyoke City Hospital, Holyo 
House of Mercy Hospital, Pittsfield 
Lawrence General Hospital, Lawrence 
Long Island Hospital, Boston 
Lowell Corporation Hospital, Lowell 
Lowell General Hospital, Lowell 
Lynn Hospital, Lynn 
Malden Hospital, Malden 
Massachusetts Eye and Ear 
Boston 
Massachusetts General Hospital, Boston 
Massachusetts Homeopathic Hospital, Boston 
Memorial Hospital, Worcester 
Mercy Hospital, Springfield 
New England Baptist Hospital, Boston 
New England Deaconess Hospital, Boston 
New England Hospital for Women and Chil- 
dren, Boston 
New England Sanitarium and Hospital, Mel- 
rose 
Newton Hospital, Newton Lower Falls 
North Adams Hospital, North Adams 
Peter Bent Brigham Hospital, Boston 
Providence Hospital, Holyoke 
Quincy City Hospital, Quincy 
Robert Breck Brigham Hospital, Boston 
St. Elizabeth's Hospital, Brighton 
St. John’s Hospital, Lowell 
St. Luke’s Hospital, New Bedford 
St. Vincent Hospital, Worcester 
Salem Hospital, Salem 
Springfield Hospital, Springfield 
Truesdale Hospital, Fall River 
Union Hospital, Fall River 
Waltham Hospital, Waltham 
*Wesson Memorial Hospital, Springfield 
50 to 100 beds 


Anna Jaques Hospital, Newburyport 

Beth Israel Hospital, Boston 

*Charles Choate Memorial Hospital, Woburn 
Clinton Hospital, Clinton 

*Emerson Hospital, Boston 

Fairlawn Hospital, Worcester 

Farren Memorial Hospital, Montague City 
Faulkner Hospital, Boston _ 

Franklin County Public Hospital, Greenfield 
Goddard Hospital, Brockton 

*Hale Hospital, Haverhill 

*Harley Hospital, Boston 

Hart Private Hospital, Roxbury 

House of the Good Samaritan, Boston 
Josiah B. Thomas Hospital, Peabody 
Lawrence Memorial Hospital, Medford 
*Leominster Hospital, Leominster 

Melrose Hospital, Melrose 
*Morton Hospital, Taunton 

Noble Hospital, Westfield : 

Somerville Hospital, Somerville 

Sturdy Memorial Hespital, Attleboro 
Symmes Arlington Hospital, Arlington 
*Union Avenue Hospital, Framingham 
Wesson Maternity Hospital, Springfield 
Worcester Hahnemann Hospital, Worcester 

35 to 50 beds 
Evangeline Booth Home and Maternity Hos- 
pital, Boston 


MICHIGAN 
100 or more beds 


Battle Creek Sanitarium, Battle Creek 
Blodgett Memorial Hospital, Grand Rapids 
Butterworth Hospital, Grand Rapids _ 
Children’s Hospital of Michigan, Detroit 
City of Detroit Receiving Hospital, Detroit 
*Delray Industrial Hospital, Detroit 
*Detroit Eye and Ear Infirmary, Detroit 
Edward W. Sparrow Hospital, Lansing 
Evangelical Deaconess Hospital, Detroit 
Grace Hospital, Detroit 

Harper Hospital, Detroit 

Hackley Hospital, Muskegon 
Henry Ford Hospital, Detroit 
Hichland Park General Hospital, 


Infirmary, 


Highland 


‘ar 
Huriey Hospital, Flint 
Mercy Hospital, Bay City 


Baltimore 


*More Hospital, 


*Matty Hersee Hospital, 


*South Mississippi Charity Hospital, 


*Biloxi Hospital, “7 
*Hairston’s Hospital, Meridian 
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New Borgess Hospital, Kalamazoo 

Nichols Memorial Hospital, Battle Creek 

Old Borgess Hospital, Kalamazoo 

Providence Hospital, Detroit 

St. Joseph Hospital, Mt. Clemens 

St. Joseph’s Mercy Hospital, Ann Arbor 

St. Joseph's Mercy Hospital, Detroit 

St. Lawrence Hospital, Lansing 

St. Mary's Hospital, Detroit 

St. Mary’s Hospital, Grand Rapids 

Saginaw Genera! Hospital, Saginaw 
University of Michigan Hospital, Ann Arbor 
W. A. Foote Memorial Hospital, Jackson 
Woman's Hospital and Infants’ Home, Detroit 


50 to 100 beds 


Bronson Hospital, Kalamazoo 
*Grandview Hospital, Lronwood 
James W. Sheldon Memorial Hospital, Albion 
Jefferson Clinic and Diagnostic Hospital, 
Detroit 
Memorial! Hospital, Owosso 
*Mercy Hospital, Cadillac 
Mercy Hospital, Jackson 
Mercy Hospital, Muskegon 
*St. Francis Hospital, Escanaba 
St. Joseph’s Hospital, Hancock 
St. Luke’s Hospital, Marquette 
St, Mary’s Hospital, Saginaw 
*Union Hospital, Ironwood 
*Woman’s Hospital, Saginaw 
35 to 50 beds 
Ishpeming Hospital, Ishpeming 
Michigan Mutual Hospital, Detroit 


MINNESOTA 
100 or more beds 


Abbott Hospital, Minneapolis 

Ancker Hospital, St. Paul 

Asbury Hospital, Minneapolis 

Bethesda Hospital, St. Paul 

Charles T. Miller Hospital, St. Paul 

Colonial Hospital, Rochester 

Deaconess Hospital, Minneapolis 

Eitel Hospital, Minneapolis 

Fairview Hospital, Minneapolis 

Gillette State Hospital for Crippled Children, 
St. Paul 

Glenn Lake Sanatorium, Oak Terrace 

Kahler Hospital, Rochester 

Maternity Hospital, Minneapolis 

Minneapolis General Hospital, Minneapolis 

Mounds Park Sanitarium, St. Paul 

Northern Pacific Beneficial Association Hos- 
pital, St. Paul 

Northwestern Hospital, Minneapolis 

St. Barnabas Hospital, Minneapolis 

St. John’s Hospital, St. Paul 

St. Joseph’s Hospital, St. Paul 

St. Luke’s Hospital, Duluth 

St. Luke’s Hospital, St. Paul 

St. Mary’s Hospital, Duluth 

St. Mary’s Hospital, Minneapolis 

St. Mary’s Hospital, Rochester 

St. Paul Hospital, St. Paul 

Swedish Hospital, Minneapolis 

University Hospital, Minneapolis 

Winona General Hospital, Winona 

Worrell Hospital, Rochester 


50 to 100 beds 


Hill Crest Surgical Hospital, Minneapolis 

*Immanuel Hospital, Mankato 

St. Gabriel’s Hospital, Little Falls 

St. Joseph’s Hospital, Brainerd 

St. Joseph’s Hospital, Mankato 

St. Luke’s Hospital, Fergus Falls 

St. Raphael Hospital, St. Cloud 

Shriners Hospital for Crippled Children— 
Twin Cities Unit, Minneapolis 

Warren General Hospital, Warren 


*Wesley Hospital, Wadena 


35 to 50 beds 
Eveleth 


Morgan Park Hospital, Duluth 


*St. Andrew’s Hospital, Minneapolis 


MISSISSIPPI 
100 or more beds 


Meridian 
Mississippi State Charity Hospital, Jackson 


*Mississippi State Charity Hospital, Vicksburg 


Mississippi State Sanatorium, Sanatorium 

Natchez Charity Hospital, Natchez 

Laurel 

50 to 100 beds 

Houston Hospital, Houston 

Jackson Infirmary, Jackson : 

King’s Daughters’ Hospital (white), Green- 
ville 

Kings Daughters Hospital, Gulfport 

Mississippi Baptist Hospital, Jackson 

Rush Infirmary, Meridian : 

South Mississippi Infirmary, Hattiesburg 

Vicksburg Infirmary, Vicksburg 

Vicksburg Sanatarium, Vicksburg 


35 to 50 beds 
Biloxi 


J. Z. George Memorial Hospital, Agricultural 
College 
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Daughters Hospital, Brookhaven 


Tupelo Hospital, Tupelo 
*Winona Infirmary, Winona 


Alexian Brothers Hospital, St. 


MISSOURI 
100 or more beds 
Louis 


Barnes Hospital, St. Louis 
Bethesda Hospital, St. Louis 


Children’s Mercy Hospital, 
Evangelical 


Frisco Employees Hospital, St. 


Kansas City 
A Deaconess Home and Hospital 
St. Louis 


Louis 


*Grace Hospital, Kansas City 
Jewish Hospital, St. Louis 
Kansas City General Hospital, Kansas City 


Kansas City General Hospital, 


Lutheran Hospital, St. 


Kansas City 
(Colored Division) ” 
Louis 


Missouri Baptist Sanatarium, St. Louis 
Missouri Methodist Hospital, St. Joseph 


Missouri Pacific Hospital, St. 


Louis 


Research Hospital, Kansas City 


St. Anthony’s Hospital, St. Louis 

St. John’s Hospital, St. Louis 

St. Joseph Hospital, Kansas City 

St. Joseph’s Hospital, St. Joseph 

St. Louis Children’s Hospital, St. Louis 

St. Louis City Hospital, St. Louis 

St. Louis City Hospital, Number Two, St. 
Louis 

St. Louis Mullanphy Hospital, St. Louis 

St. Luke’s Hospital, Kansas City 

St. Luke’s Hospital, St. Louis 

St. Mary’s Hospital, St. Louis 

St. Mary’s Hospital, Kansas City 

St. Mary’s Infirmary, St. Louis 


Shriners Hospital for Crippled Children, St. 


Boone County Hospital, 


uis 
50 to 100 beds 


Columbia 


Independence Sanitarium, Independence 
Noyes Hospital, St. Joseph 


St. 


St. 
St. 


Francis Hospital, Cape Girardeau 
Francis Hospital, Maryville 
John’s Hospital, Joplin 


St. Mary’s Hospital, Jefferson City 


*Trinity Lutheran Hospital, 
University Hospitals, 


Kansas City 
University of Missouri, 


Columbia 
Wheatley-Provident Hospital, Kansas City 


35 to 50 beds 


Barnard Free Skin and Cancer Hospital, St. 


uls 


*Freeman Hospital, Joplin 


St. 


Columbus Hospital, 


Louis Maternity Hospital, St. 
MONTANA 


100 or more beds 
ireat Falls 


Louis 


Holy Rosary Hospital, Miles City 
Montana Deaconess Hospital, Great Falls 


Murray Hospital, 


St. 
St. 
St. 


Northern Pacific Beneficial 


Butte 

James Hospital, Butte 
Patrick’s Hospital, Missoula 
Vincent’s Hospital, Billings 


50 to 100 beds 


Association Hos- 


pital, Glendive 
Northern Pacific Beneficial Association Hos- 
pital, Missoula 


St. 
St. 
St. 
St. 


Ann’s Hospital, Anaconda 
John’s Hospital, Helena 
Joseph's Hospital, Lewistown 
Peter’s Hospital, Helena 


NEBRASKA 
100 or more beds 


Bishop Clarkson Memorial Hospital, Omaha 


Creighton Memorial St. 


Joseph's Hospital, 


Omaha 


Lincoln General Hospital, 


Lincoln 


Nebraska Methodist Episcopal Hospital, 
Omaha 
Nebraska Orthopedic Hospital, Lincoln 


St. 
St. 
St. 


Elizabeth’s Hospital, Lincoln 
Francis Hospital, Grand Island 
Mary’s Hospital, Columbus 


University of Nebraska Hospital, Omaha 


*Bryan Memorial Hospital, 
Evangelical Covenant Hospital, 


50 to 100 beds 


Lincoln 
Omaha 


Immanuel Hospital, Omaha 


*St. 


Joseph’s Hospital, Alliance 


West Nebraska Hospital, Scottsbluff 
Wise Memorial Hospital, Omaha 


3 to 50 beds 


*Falls City Hospital, Falls City 


NEVADA 
50 to 100 beds 


Elko General Hospital, Elko 
St. Mary’s Hospital, Reno 


Steptoe Valley Hospital, 


35 to 50 beds 
East Ely 
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Roentgenologists Have Long Awaited This 


The Victor Serial Radiographic and Fluoroscopic Unit 


J Mage ig ty ate known roentgenologist, after using 
this device for several weeks, writes: 

“For many years roentgenologists have wished for an 
apparatus that would make a roentgenogram of exactly the 
thing that they were able to see, and this new device will 
certainly accomplish this. Your engineers have certainly 
thought of everything within reason and I consider it one 
of the most useful and perfectly constructed apparatus 
that I have ever seen. It will certainly be a great addition 
to our equipment.” 

The bulky, unwieldy serial radiographic device is now a 
thing of the past. It is superseded by this Victor Unit, the 
compactness of which, together with its flexibility and ease 
of manipulation, appeal to every operator. 

Referring to Figure 1, the fluoroscopic screen carrier has 
mounted on it also two magazines, one on each side of the 
screen. The magazine at the right of the fluoroscopic screen 
holds six 5x7 cassettes with films and intensifying screens. 
During a fluoroscopic examination the operator may at 
any moment desire a radiograph of a certain pathology 
observed. He then needs only to grasp the knob at the 
lower right, and shift it over to the first notch to the left 
(which brings one of the cassettes into position behind the 
fluoroscopic screen), steps on the button of the floor switch 
to energize the tube for the radiographic exposure, then 
shifts the knob over to the extreme left in order to deposit 
the cassette in the magazine on the left of the fluoroscopic 
screen. The knob is now shifted back to its original posi- 
tion on the right, and the fluoroscopic examination is re- 


Makes radiographic records of your observations during the fluoroscopic examination 


sumed until observation calls for another radiographic 
exposure, when the above procedure is repeated. 

This is accomplished without loss of time, and without the 
operator moving away from his positionin front of the fluoro- 
scopic screen. A two-button floor switch gives him selec- 
tion between fluoroscopic and radiographic currents. At 
his arm’s reach is also a small control stand (auxiliary to 
the regular auto-transformer control onthe X-Ray machine) 
thru which he may vary the penetration as required during 
fluoroscopic examination, also control the Coolidge filament 
circuit to vary the fluoroscopic milliampereage. 

Figure 2 shows the Unit proper mounted on floor stand. 
The complete rotation of the horizontal arm by means of 
its swivel attachment to the vertical column, permits of any 
angular position required in either radiography or fluoro- 
scopy. Vertical adjustment is quickly and conveniently 
made thru a counterweight suspended by wire cable in the 
vertical tube column, and operating over the swivel pulley 
at the top. Note the conspicuous absence of electrical parts 
or wires to be avoided by patient and operator. 

Its range of usefulness. Practically every specialized laboratory will 
realize its advantages in almost every phase of fluoroscopic diagnosis. 
Consider its value in the radiography of nervous children especially, 
where locating the area and positioning of the part are difficult before 
the radiograph is made. The fluoroscopic screen may be here resorted to, 
then the radiograph made instantly —no need of movingthe patient over to 
another radiographic unit. In fracture cases, too, it suggests itself in many 


ways. Finally, in serial radiography of the stomach it serves ideally, an- 
swering every possible requirement in the most practical and efficient way. 


Complete description sent on request 


VICTOR X-RAY CORPORATION, 2012 Jackson Boulevard, Chicago 
33 Direct Branches Throughout the U.S. and Canada 





Xr RAY 
Diagnostic and Deep Therapy 
Apparatus. Also manufacturers 

of the Coolidge Tube 














PHYSICAL THERAPY 


“High Frequency, Ultra-Violet, 
Sinusoidal, Galvanic and 
Phototherapy Apparatus 





For complete index of advertisements refer to the Classified Directory 
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NEW HAMPSHIRE 
100 or more beds 


Hillsborough County Hospital, Grasmere 
St. Joseph’s Hospital, Nashua 


50 to 100 beds 


Claremont General Hospital, Claremont 

Elliot Community Hospital, Keene 

Elliot Hospital, Manchester 

Laconia Hospital, Laconia 

L’Hopital De Notre Dame De Lourdes, Man- 
chester 

Mary Hitchcock Memorial Hospital, Hanover 

Nashua Memorial Hospital, Nashua 

Portsmouth General Hospital, Portsmouth 

Sacred Heart Hospital, Manchester 

Wentworth Hospital, Dover 


35 to 50 beds 
Balch Hospital, Manchester 


NEW JERSEY 
100 or more beds 


Alexian Brothers Hospital, Elizabeth 

All Souls Hospital, Morristown 

Atlantic City Hospital, Atlantic City 

Bayonne Hospital and Dispensary, Bayonne 

Christ Hospital, Jersey City 

Cooper Hospital, Camden 

Elizabeth General Hospital and Dispensary, 

Elizabeth 

Englewood Hospital, Englewood 

Hackensack Hospital, Hackensack 

Hospital of St. Barnabas, Newark 

Jersey City Hospital, Jersey City 

Mercer Hospital, Trenton 

Monmouth Memorial Hospital, Long Branch 

Morristown Memorial Hospital, Morristown 

Mountainside Hospital, Montclair 

Muhlenberg Hospital, Plainfield 

Newark Israel Hospital, Newark 

Newark City Hospital, Newark 

Newark Memorial Hospital, Newark 

Orange Memorial Hospital, Orange 

Passaic General Hospital, Passaic 

Paterson General Hospital, Paterson 

Perth Amboy City Hospital, Perth Amboy 

Presbyterian Hospital, Newark 

St. Elizabeth Hospital, Elizabeth 

St. .Fra Hespital, Jersey City 

St, Francis Hospital, Trenton 

SF {ames General Hospital, Newark 
‘oseph’s Hospital, Paterson 

St. Mary’s Hospital, Hoboken 

St. Mary’s Hospital, Orange 

St. Mary’s Hospital, Passaic 

St. Michael’s Hospital, Newark 

St. Peter’s General Hospital, New Brunswick 

West Jersey Homeopathic Hospital, Camden 


50 to 100 beds 
Ann May Memorial Homeopathic Hospital, 


Spring Lake 

Holy Name Hospital, Teaneck 

Homeopathic Hospital of Essex County, 
Newark 


*Hospital and Home for Crippled Children, 
Newark 
Hospital for Women and Children, Newark 
Irvington General Hospital, Irvington 
Middlesex General Hospital, New Brunswick 
Nathan and Miriam Barnert Memorial Hos- 
pital, Paterson 
Newark Eye and Ear Infirmary, Newark 
North Hudson Hospital, Weehawken 
Overlook Hospital, Summit 
William McKinley Memorial Hospital, Tren- 
ton 
85 to 50 beds 
Babies Hospital, Newark 


NEW MEXICO 
100 or more beds 
St. Joseph’s Sanatorium and Hospital, Al- 
buquerque 
50 to 100 beds 
*St. Anthony’s Hospital, East Las Vegas 
*St. Mary’s Hospital, Gallup 
*St. Mary’s Hospital, Roswell 
wt viaenes Sanatorium and Hospital, Santa 
'e 
NEW YORK 
100 or more beds 


Albany Hospital, Albany 

Arnot-Ogden Memorial Hospital, Elmira 

Auburn City Hospital, Auburn 

Beekman Street Hospital, New York City 

Bellevue Hospital, New York City 

Benedictine Hospital, Kingston 

Beth David Hospital, New York City 

Beth Israel Hospital, New York City 

Beth Moses Hospital, Brooklyn 

*Bethany Deaconess Hospital, Brooklyn 

Binghamton City Hospital, Binghamton 

Broad Street Hospital, New York City 

Bronx Hosnital, New York City 

Brooklyn Hospital, Brooklyn 

Brownsville and East New York Hospital, 
eeaenaen 

Buffalo City Hospital, Buffalo 

Buffalo General Hospital, Buffalo 
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*Buffalo Hospital of the Sisters of Charity, 
Buffalo 

Bushwick Hospital, Brooklyn 

Carson C. Peck Memorial Hospital, Brooklyn 

Children’s Hospital, Buffalo 

Clifton Springs Sanatarium and Clinic, Clif- 
ton Springs 

Columbus Hospital, New York City 

Columbus Hospital Extension, New York City 

Community Hospital, New York City 

Coney Island Hospital, Brooklyn 

Crouse-Irving Hospital, Syracuse 

Cumberland Street Hospital, Brooklyn 

Deaconess Hospital, Buffalo 

Ellis Hospital, Schenectady 

Emergency Hospital of the Sisters of Charity, 
Buffalo 

Erie County Hospital, Buffalo 

Faxton Hospital, Utica 

Fifth Avenue Hospital, New York City 

Flushing Hospital and Dispensary, Flushing 

Fordham Hospital, New York City 

*Frederick Ferris Thompson Hospital, Canan- 
daigua 

French Benevolent Society Hospital, New 
York City 

General Hospital, Rochester 

General Hospital, Syracuse 

Gouvernour Hospital, New York City 

Grasslands Hospital, Valhalla 

Greenpoint Hospital, Brooklyn 

Harlem Hospital, New York City 

Highland Hospital, Rochester 

Hospital for Joint Diseases, New York City 

Hospital for the Ruptured and Crippled, 
New York City 

Hospital of the Holy Family, Brooklyn 

House of the Good Samaritan, Watertown 

*Ithaca City Hospital, Ithaca 

Jamaica Hospital, Jamaica 

*Jamestown General Hospital, Jamestown 

Jewish Hospital, Brooklyn 

Jewish Maternity Hospital, New York City 

Jewish Memorial Hospital, New York City 

Kings County Hospital, Brooklyn 

Kingston Avenue Hospital, Brooklyn 

Knickerbocker Hospital, New York City 

Lawrence Hospital, Bronxville 

Lebanon Hospital, New York City 

Lenox Hill Hospital, New York City 

Lincoln Hospital, New York City 

Long Island College Hospital, Brooklyn 

- ~ Hospital of Manhattan, New York 

ity 

Manhattan Eye, Ear and Throat Hospital, 
New York City 

Masonic Soldiers and Sailors Memorial Hos- 
pital, Utica 

Memorial Hospital for the Treatment of Can- 
cer and Allied Diseases, New York City 

Memorial Hospital, Albany 

Methodist Episcopal Hospital, Brooklyn 

Metropolitan Hospital, New York City 

*Millard Fillmore Hospital, Buffalo 

Misericordia Hospital, New York City 

*Monroe County Hospital, Rochester 

Mt. St. Mary’s Hospital, Niagara Falls 

Mount Sinai Hospital, New York City 

Mount Vernon Hospital, Mount Vernon 

Montefiore Hospital, New York City 

*Municipal Sanatorium, Otisville 

Nassau Hospital, Mineola, Long Island 

Nathan Littauer Hospital, Gloversville 

New Rochelle Hospital, New Rochelle 

New York City Hospital, Blackwell’s Island, 
New York City 


New York Eye and Ear Infirmary, New 
York City 
New York Foundling Hospital, New York 


City 

New York Homeopathic Medical College and 
Flower Hospital, New York Citv 

New York Hospital, New York City 

New York Infirmary for Women and Chil- 
dren, New York City 

New York Nursery and Child’s Hospital, New 
York City 

New York Orthopedic Dispensary and Hos- 
pital. New York City 

New York Polyclinic Medical School and Hos- 
pital, New York City 

New York Post Graduate Medical School and 
Hospital, New York City 

New York Skin and Cancer Hospital, New 
York City 

New York State Orthopedic Hospital for Chil- 
dren, West Haverstraw 


Niagara Falls Memorial Hospital, Niagara 
Falls 
Norwegian Lutheran Deaconess’ Brooklyn 


Home and Hospital, Brooklyn 
Olean General Hospital, Olean 
Oneida County Hospital, Rome 
Park Avenue Clinical Hospital, Rochester 
Presbyterian Hospital, New York City 
Prospect Heights Hospital and Brooklyn Dis- 
pensary, New York City 
Queensboro Hospital, Jamaica 
Riverside Hospital, New York City 
Rochester General Hospital, Rochester 
Rockaway Beach Hospital and Dispensary, 
Rockaway Beach 
Roosevelt Hospital, New York City 
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*Sailors Snug Harbor Hospital, West New 
Brighton 

St. Catherine’s Hospital, Brooklyn 

St. Elizabeth Hospital, Utica 

St. Francis Hospital, New York City 

St. John’s Hospital, Brooklyn 

St. John’s Long Island City Hospital, Long 
Island City 

St. John’s Riverside Hospital, Yonkers 

St. Joseph’s Hospital, Elmira 

St. Joseph’s Hospital, Syracuse 

St. Joseph’s Hospital, Yonkers 

St. Luke’s Hospital, New York City 

St. Luke’s Hospital, Newburgh 

St. Luke’s Hospital, Utica 

St. Mark’s Hospital, New York City 

St. Mary’s Maternity Hospital, Buffalo 

St. Mary’s Free Hospital for Children, New 
York City 

St. Mary’s Hospital, Brooklyn 

St. Mary’s Hospital of the Sisters of Charity, 
Rochester 

St. Peter Hospital, Albany 

St. Peter’s Hospital, Brooklyn 

St. Vincent’s Hospital, New York City 

St. Vincent’s Hospital, West New Brighton 

Samaritan Hospital, Troy 

Saratoga Hospital, Saratoga Springs 

Sloane Hospital for Women, New York City 

Staten Island Hospital, Tompkinsville 

Strong Memorial Hospital, Rochester 

Syracuse Memorial Hospital, Syracuse 

Troy Hospital, Troy 

United Hospital, Port Chester 

United Israel-Zion Hospital, Brooklyn 

University Hospital of the Good Shepherd, 
Syracuse 

Vassar Brothers Hospital, Poughkeepsie 

White Plains Hospital, White Plains 

Willard Parker Hospital, New York City 

Woman's Hospital in the State of New York, 
New York City 

Wyckvff Heights Hospital, Brooklyn 

Yonk-rs Homeopathic Hospital and Maternity, 
Yonkers 


50 to 100 beds 


*A'™ - Hyde Memorial Hospital, Malone 

Amsterdam City Hospital, Amsterdam 

*Anthony Brady Hospital, Albany 

Aurelia Osborne Fox Memorial 
Oneonta 

Babies Hospital, New York City 

Bethesda Hospital, Hornell 

Broad Street Hospital, Oneida 

Brooklyn Eye and Ear Hospital, Brooklyn 

City Hospital, Kingston 

Dobbs Ferry Hospital, Dobbs Ferry 

Glens Falls Hospital, Glens Falis 

*Herman Knapp Memorial Eye Hospital, New 
York City 

Hospital of the Rockefeller Institute for Med- 
ical erc>, New York City 

Hudsor “* 

*Itaviam px nae 

Leo~ara Hospital, Troy 

Manbcttan Maternity and Dispensary, 
York City 

Mary Immaculate Hospital, Jamaica 

Mary McClellan Hospital, Cambridge 

*Mercy Hospital, Watertown 

Neurological Institute, New York City 

New York Ophthalmic Hospital, New York 


Hospital, 


Mospital, Hudson 
Hospital, New York City 


New 


City 
*Northern Westchester Hospital, Mt. Kisco 
Ossining Hospital, Ossining 
Reconstruction Hospital, New York City 
*Rome Hospital, Rome . 
St. Bartholomew’s Hospital, New York City 
St. Francis Hospital, Poughkeepsie 
St. James Mercy Hospital, Hornell 
St. Jerome’s Hospital, Batavia 
*St. Mary’s Hospital, Amsterdam 
Souths’ 1pton Hospital, Southampton 
Southside Hospital, Bayshore 
Swedish Hospital, Brooklyn 
Tarrytown Hospital, Tarrytown 
*Utica Homeopathic Hospital, Utica 
Woman’s Christian Association 
Jamestown 
Wyoming County Hospital, Wausau 


35 to 50 beds 


Hospital, 


Lexingten Hospital, New York City 
*Soldiers and Sailors Home, Penn Yan 


NORTH CAROLINA 
100 or more beds 


*Asheville Mission Hospital, Asheville 

City Memorial Hospital, Winston-Salem 
Highsmith Hospital, Fayetteville 

*James Walker Memorial Hospital, Wilmington 
Rex Hospital, Raleigh 

*St. Leo’s Hospital, Greensboro 

Watts Hospital, West Durham 


50 to 100 beds 


Atlantic Coast Line Railroad Hospital, Rocky 
Mount 

Biltmore Hospital, Biltmore 

*French Broad Hospital, Asheville 

High Point Hospital, High Point 
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PROVED! 


Importance of Knox Sparkling Gelatine 
in treating mal-nutrition 










Here is the official report from the Christian Herald Children’s Home:— 





“The attached report of Dr. Andrew Blair, our consulting physician at the Children’s Home 
at Mont-Lawn, New York, gives you in detail and chart form the results of using Knox Gela- 
tine in the diet of the twenty-five (25) malnourished children under our care at the home 


from September 15th to November 15th, 1925. 


“You will be interested, too, 

Tr in the vemetiabie chance te 
all these children. The first 

week of the ee x 4 it 
: , P was very difficult to feed 
Official Chart, showing weight gains them; the change of food, of 
; latine test! wa take ont ae ened 

made by children in gelatine test: with this, and their general 
after we could notice first one, 
then another more anxious to 
find their places in the dining 











































































































































































































































: - rn > room, and ready for an extra 
Weebe 1 1/2/)) OE: | Weeks | 1/2] 3/415 Weens {1 /alslalsiel helping, then look up at you 
Henrietta |. 4 V, es Leo pre so satisfied at the end of a 
; A meal, or tell you they had a 
1 is | Gilbert good dinner or supper. Their 
- Bp’, wid "P. ‘ attitude and outlook on life 
ar * seemed to undergo a complete 
te 59 
Evel Jimmie Mary | v4 change mentally as well as 
me Cc M hysicall 
> a . physically. 
: be “At first nothing interested 
Zebaida A Mary A] Tess "4 reste 
' C / Pp wl. them. With the gain in 
" hs weight, though, came the add- 
ro ' L Alphonse Zanie L. ed gain in mental activity and 
D Lai |"*|. E we S. V4 appreciation of life in general. 
1 co ~ “From every standpoint it 
Christo ; 4 Ielene — VA seems to me, and Dr. Blair’s 
ee ZL : reports bear me out, that this 
pruars eth Elizabeth Joseph experiment was one of the 
MEC. B. T 4 —_ we have con- 
ucted. hope to be able to 
Emil jp.) Ray ar ee y continue them next year, and 
M. — G . f with ee experience gained 
Sal make them even more profit- 
iatie - va om - M. - v4 able to those little mites who 
so sorely need this kind of 
Caroline Louis — Tony mes —* 
C. ; / igne 
, EMMA GOERING 
AP Conse uae bn Fr Superintendent. 
Frances "4 Thomas Helen 4 ° ¥ - oe 
. - ‘THIS is definite evidence of the 
Z. C. 1 OB. re I protein value of Knox Gela- 
cy tine, tested on a group of under 
H Bella Dons , weight children over a period of 
x” rah A N. Vv. bel LAT aoee son be The aon on t $ 
& page proves the protective collol- 
2 a) da ability « Knox Spa ing 
_ _ f ed pA) — ." —- Gelatine : in ceuielion ee 
" a ° digestive organisms to aesimilate 
- is all the name: 2 milk or 
other foods with which it . 
by = a i Mary 4 — ined ahes li — stedied 
: 2 ao the chart, write us for authora 
"A : - tive data, including our special 
John a Herman diet and recipe books, ‘‘Dietet | 
D. Fa vt d 4 M pa 1A) ically y oy Recipes for Dia- 
betes,” ‘‘Liquid-and Soft Diets.” 
John 4 ip ae st KNOX GELATINE 
LABORATORIES 






















































400 Knox Avenue, 
Johnstown, N. Y. 
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Lawrence Hospital, Winston-Salem 

Long's Sanatorium, Statesville 

Martin Memorial Hospital, Mount Airy 

*Mercy General Hospital, Charlotte 

*Meriwether Hospital, Asheville 

New Charlotte Sanatorium, Charlotte 

*North Carolina Baptist Hospital, Winston- 
Salem 

North Carolina Orthopedic Hospital, 
tonia 

Park View Hospital, Rocky Mount 

Pittman Hospital, Fayetteville 

Rutherford Hospital, Rutherfordton 

*Salisbury Hospital, Salisbury 


35 to 50 beds 


Bullock Hospital, Wilmington 
Cumberland General Hospital, 
Lincoln Hospital, Lincolnton 
*Memorial Hospital, Kinston 
*Parrott Memorial Hospital, Kinston 
Pitt Community Hospital, Greenville 
Richard Baker Hospital, Hickory 
*Shelby Hospital, Shelby 

Wesley Long Hospital, Greensboro 


NORTH DAKOTA 


100 or more beds 


Bismarck Hospital and Deaconess Home, Bis- 
marck 

Grand Forks Deaconess Hospital, Grand Forks 

St. Alexis Hospital, Bismarck 

St. John’s Hospital, Fargo 

St. Luke’s Hospital, Fargo 


50 to 100 beds 


*St. Joseph’s Hospital, Minot 
St. Michael’s Hospital, Grand Forks 


OHIO 


Gas- 


Fayetteville 


100 or more beds 
Alliance City Hospital, Alliance 
Aultman Hospital, Canton 


Babies’ and Children’s Hospital, Cleveland 

Bethesda Hospital, Cincinnati 

Bethesda Hospital, Zanesville 

Charity Hospital, Cleveland 

Christ Hospital, Cincinnati 

Cincinnati General Hospital, 

City Hospital, Akron 

City Hospital, Cleveland 

City Hospital, Springfield 

Cleveland Clinic Hospital, Cleveland 

Elyria Memorial Hospital, Elyria 

Glenville Hospital, Cieveland 

Good Samaritan Hospital, Cincinnati 

Good Samaritan Hospital, Zanesville 

Grant Hospital, Columbus 

Hawkes Hospital of Mt. Carmel, Columbus 

Huron Road Hospital, Cleveland 

Jewish Hospital, Cincinnati 

Lakeside Hospital, Cleveland 

Lucas County Hospital, Toledo 

Lutheran Hospital, Cleveland 

Massillon Hospital, Massillon 

Maternity Hospital, Cleveland 

Mercy Hospital, Hamilton 

Mercy Hospital, Toledo 

Miami Valley Hospital, Dayton 

Middleton Hospital, Middleton 

Mount Sinai Hospital, Cleveland 

Peoples Hospital, Akron 

St. Alexis Hospital, Cleveland 

St. Ann’s Infant Asylum and Maternity Hos- 
pital, Cleveland 

St. Elizabeth Hospital, Dayton 

St. Elizabeth Hospital, Youngstown 

St. Francis Hospital, Columbus 

St. John’s Hospital, Cleveland 

St. Joseph’s Hospital, Lorain 

St. Luke’s Hospital, Cleveland 

St. Mary Hospital, Cincinnati 

St. Rita Hospital, Lima 

St. Vincent’s Hospital, Toledo 

Starling-Loving University Hospital, 
bus 

Toledo Hospital, Toledo 

White Cross Hospital, Columbus 

Woman’s Hospital, Cleveland 

Youngstown Hospital, Youngstown 


50 to 100 beds 


Children’s Hospital, Cincinnati 

Children’s Hospital, Columbus 

City Hospital, Bellaire 

Deaconess Hospital, Cincinnati 

*Fairview Hospital, Cleveland 

Flower Hospital, Toledo 

Good Samaritan Hospital, 

Holzer Hospital, Gallipolis 

*Home and Hospital, Findlay 

Hospital Clinic, Cleveland 

Lakewe~d Hospital, Lakewood 

Lima Hospital, Lima 

Mansfield General Hospital, Mansfield 

Martins Ferry Hospital, Martins Ferry 

Mary Day Nursery and Children’s Hospital, 
Akron 

Maternity and Children’ s Hospital, Toledo 

Memoria! Hospital, Fremont 

Mercy Hospital, Columbus 

Mercy Hospital, Canton 


Cincinnati 


Colum- 


Sandusky 
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Portsmouth 
Newark 
Steubenville 


*Mercy Hospital, 
Newark City Hospital, 
*Ohio Valley Hospital, 
Portsmouth General Hospital, Portsmouth 
Robinwood Hospital, Toledo 

*St. Ann's Maternity Hospital, 
Salem City Hospital, Salem 

Schirrman Hospital, Portsmouth 


Columbus 


Warren City Hospital, Warren 
35 to 50 beds 
Grace Hospital, Cleveland 
*Mithoefer Hospital, Cincinnati 
OKLAHOMA 
100 or more beds 


St. Anthony's Hospital, Oklahoma City 

State University Hospital, Oklahoma City 
50 to 10 beds 

*Morningside Hospital, Tulsa 

*Oklahoma Baptist Hospital, Muskogee 

Wesley Hospital, Oklahoma City 


3 to 50 beds 
*Ponca City Hospital, Ponca City 
OREGON 
10 or more beds 
Emanuel Hospital, Portland 
Good Samaritan Hospital, Portland 
Multnomah Hospital, Portland 


Portland Sanatarium, Portland 
St. Vincent’s Hospital, Portland 
50 to 10 beds 


*Corvallis General Hospital, 
Eugene Hospital, Eugene 
*Oregon City Hospital, Oregon City 
Portland Surgical Hospital, Portland 
*Sacred Heart Hospital, Medford 

St. Mary’s Hospital, Astoria 

*Salem Hospital, Salem 

Shriners Hospital for Crippled Children, 


Corvallis 


Port- 
land 
*Wesley Hospital, Marshfield 


PENNSYLVANIA 
100 or more beds 


Abington Memorial Hospital, Abington 

Allegheny General Hospital, Pittsburgh 

*Allecheny Valley Hospital, Tarentum 

Allentown Hospital, Allentown 

Altoona Hospital, Altoona 

Ashland State Hospital, Ashland 

Braddock General Hospital, Braddock 

Bradford Hospital, Bradford 

Bryn Mawr Hospital, Bryn Mawr 

Chambersburg Hospital, Chambersburg 

Chester County Hospital, West Chester 

Chester Hospital, Chester 

Chestnut Hill Hospital, Philadelphia 

Children’s Hospital, Philadelphia 

Children’s Homeopathic Hospital, 
phia 

Christian H. Buhl Hospital, Sharon 

Citizens General Hospital, New Kensington 

Clearfield Hospital, Clearfield 

Columbia Hospital, Pittsburgh 

Conemaugh Valley Memorial Hospital, 
town 

Easton Hospital, Easton 

Elizabeth Steel Magee Hospital, 

Frankford Hospital, Philadelphia 

George F. Geisinger Memorial Hospital, 
ville 

Germantown Dispensary and Hospital, 
delphia 

Hahnemann Hospital, Scranton 

Hahnemann Medical College Hospital, 
delphia 

Hamot Hospital, Erie 

Harrisburg Hospital, Harr‘sburg 

Hazleton State Hospital, Hazleton 

Homeopathic Medical and Surgical 
and Dispensary, Pittsburgh 

Homestead Hospital, Homestead 

Hospital of the Protestant Episcopal Church, 
Philadelphia 

Hospital of the University of Pennsylvania, 
Philadelphia 

Hospital of the Woman’s Medical College of 
Pennsylvania, Philadelphia 

J. Lewis Crozer Homeopathic 
Chester 

Jefferson Hospital, Philadelphia 

Jewish Hospital, Philadelphia 

Lancaster General Hospital, Lancaster 

Lankenau Hospital, Philadelphia 

Lewistown Hospital, Lewistown 

McKeesport Hospital, McKeesport 

Memorial Hospital, Roxborough 

Mercy Hospital, Altoona 

Mercy Hospital, Johnstown 

Mercy Hospital, Philadelphia 

Mercy Hospital, Pittsburgh 

Mercy Hospital, Wilkes-Barre 


Philadel- 


Johns- 


Pittsburgh 
Dan- 


Phila- 


Phila- 


Hospital 


Hospital, 


Methodist Episcopal Hospital, 
Misericordia Hospital, 
Montgomery Hospital, 
Moses Taylor Hospital, 
Mount Sinai Hospital, 
New Castle Hospital, 
Passavant Hospital, 


Philadelphia 
Philadelphia 
Norristown 
Scranton 
Philadelphia 
New Castle 
Pittsburgh 
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Pennsylvania Hospital, 
Philadelphia General Hospital, 
Philipsburgh State Hospital, 

Pittsburgh Home and Hospital, 


Philadelphia 
P hiladelphia 
Philipsburg 
Mayview 
Pittsburgh Hospital, 
Polyclinic and 
Philadelphia 

Pottsville Hospital, Pottsville 

Presbyterian Hospital, Philadelphia 
Presbyterian Hospital, Pittsburgh 

Reading Hospital, Reading 

Rotert Packer Hospital, Sayre 
*Rochester General Hospital, Rochester 
Roselia Foundling and Maternity Hospital 

Pittsburgh : 

Sacred Heart Hospital, 
St. Agnes Hospital, Philadelphia 

St. Francis Hospital, Pittsburgh 

St. John’s General Hospital of Allegheny City, 
Pittsburgh 

. Joseph's Hospital, 
. Joseph’s Hospital, 


Pittsburgh 
Medico-Chirurgical 


Hospital, 


Allentown 


Lancaster 


Philadelphia 


Naz 
atonal 


. Joseph’s Hospital and Dispensary, Pitts 
burgh 

_St. Joseph's Hospital, Reading 

*St. Joseph’s Infant and Maternity Hospital, 


Scranton 
t. Luke’s Hospital, South Bethlehem 
Margaret’s Memorial Hospital, Pittsburgh 
St. Mary’s Hospital, Philadelphia 
St. Vincent's Hospital, Erie 
amaritan Hospital, Philadelphia 
Scranton State Hospital, Scranton 
South Side Hospital, Pittsburgh 
Uniontown Hospital, Uniontown 
Washington Hospital, Washington 
West Philadelphia Hospital for Women, 

adelphia 
Western Pennsylvania Hospital, Pittsburgh 
Westmoreland Hospital, Greensburg ; 
Wilkes-Barre General Hospital, Wilkes-Barre 
Williamsport Hospital, Williamsport 
Wills Hospital, Philadelphia 
Women’s Homeopathic Hospital, 
Woman's Hospital, Philadelphia 
York Hospital, York 

50 to 100 beds 


*Adrian Hospital, Punxsutawney 

Annie M. Warner Hospital, Gettysburg 

Beaver Valley General Hospital, New Brighton 

Blossburg State Hospital, Blossbure 

Cambria Hospital, Johnstown 

*Carlisle Hospital, Carlisle 

Children’s Hospital, Pittsburgh 

Children’s Hospital of the Mary J. Drexel 
Home, Philadelphia 

Columbia Hospital, Columbia 

*Corry Hospital, Corry 

DuBois Hospital, DuBois 

Eye and Ear Hospital, Pittsburgh 

*Franklin Hospital, Franklin 

Frederick Douglas Memorial 
delphia 

Good Samaritan Hospital, Lebanon 

Harrisburg Polyclinic Hospital, Harrisburg 


AR 
= 


m™ 


ff 


Phil- 


Philadelphia 


Hospital, Phila- 


Homeopathic Hospital of Chester County, 
West Chester 
Howard Hospital, Philadelphia 


Indiana Hospital, Indiana 

J. C. Blair Memorial Hospital, Huntington 

Jewish Maternity Hospital, Philadelphia 

Joseph Price Hospital, Philadelphia 

Kane Summitt Hospital, Kane 

*Kensington Hospital for Women, Philadelphia 

Lock Haven Hospital. Lock Haven 

Maple Avenue Hospital, DuBois 

Memoria! Hospital Association 
Pennsylvania, New Eagle 

Montefiore Hospital, Pittsburgh 

*Nanticoke State Hospital, Nanticoke 

*Nesbitt West Side Hospital, Kingston 

*Northwestern General Hospital, Philadelphia 

Ohio Valley Hospital, McKees Rocks 

*Oil City Hospital, Oil City 

Palmerton Hospital, Palmerton 

Philadelphia Lying-in Hospital, 

Pittston Hospital, Pittston 

Providence Hospital, Beaver 

*St. Christopher Hospital for Phila- 
delphia 

St. Luke’s Homeopathic Hospital, Philadelphia 

St. Vincent’s Hospital for Women and Chil- 
dren, Philadelphia 

Sewickley Valley Hospital, Sewickley 

Shamokin State Hospital, Shamokin 

Stetson Hospital, Philadelphia 

Suburban General Hospital, Bellevue 

Warren General Hospital, Warren 

*West Philadelphia Homeopathic 
Philadelphia 

Windber Hospital, Windber 

85 to 50 beds 

*American Hospital for Diseases of the Stom- 
ach, Philadelphia 

Great Heart Maternity Hospital 
University, Philadelphia 

Lee Homeopathic Hospital, Johnstown 

West Side Sanitarium, York 


RHODE ISLAND 
100 or more beds 


Providence 


of Western 


Philadelphia 


Falls 
Children, 


Hospital, 


of Temple 


Homeopathic Hospital, 
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Linc-O-Lith 


PURE WHITE 














Makes Your Painting Budget 
Go Farther 


“How can greater savings be made in operating costs ?”—is surely 
one of the big questions that is constantly before you. And paint 
savings will help, won’t they? 

Then the word “Zinc-O-Lith” will appeal to you — for it means 
“PAINT SAVINGS” in capital letters. There is a Zinc-O-Lith prod- 
uct that will fit all of your painting requirements — Zinc-O-Lith 
House Paint, Zinc-O-Lith Enamel, Zinc-O-Lith Flat. Zinc-O-Lith 
makes savings by its low first cost and its long life. We'll gladly 
send you a free “try out” sample. Use the coupon. 


(ompanies” 


Adams & Elting Company - - Chicago TheGlidden Company of California San Francisco 





The American Paint Works - - New Orleans Heath & Milligan Mfg. Company Chicago 
T. L. Blood & Company - - St. Paul Nubian Paint & Varnish Company Chicago 
Campbell Paint & Varnish Company St. Louis Twin City Varnish Company - ~-_ St. Paul 
The Forest City Paint & Varnish Co. Cleveland The A. Wilhelm Company - - Reading 


The Glidden Company - - Cleveland In Canada: The Glidden Co., Led., Toronto, Ont. 

















ZINC-O-LITH 


Enamel 


A fine type of enamel for general in- 
terior finishing on walls or woodwork. 
May be tinted to any shade desired. 
Very economical. Made in gloss and 
semi-gloss. 


ZINC-O-LITH 


House Paint 


“How can the building exterior be 
kept clean, white, attractive, for the long- 
est possible time? Zinc-O-Lith House 
Panit has fully answered this question 
for hospital superintendents everywhere. 
It’s the white that IS white and STAYS 
white—and it costs less per gallon. 


ZINC-O-LITH 
Flat 


Here’s another “budget saving” item. 
And this is the time to brighten up the 
interior of your building. No doubt 
you’ve been looking for a high-quality, 
low-cost flat white for use on your walls 
and ceilings. 


Qa 


THE GLIDDEN COMPANIES 
National Headquarters 


Cleveland 


We would be’ pleased to receive, free 
of cost, a sample of Zinc-O-Lith Enamel 
for testing purposes. 

Name of Hospital. - - - - En Re ee eee 
Individual. - - - bnigubinesentneiaul a 


Address... . siedaiaiipmmetiaaiien ietiaiiheiaald 
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Memorial Hospital, Pawtucket 
Newport Hospital, Newport 
Providence City Hospital, Providence 
Rhode Island Hospital, Providence 
St. Joseph’s Hospital, Providence 
*Woonsocket Hospital, Woonsocket 

50 to 100 beds 
Providence Lying-in Hospital, 
Westerly Hospital, Westerly 

35 to 50 beds 
Miriam Hospital, Providence 


SOUTH CAROLINA 
100 or more beds 


Columbia Hospital of Richland County, o> 
lumbia 

Florence Infirmary, Florence 

Greenville City Hospital, Greenville 

Roper Hospital, Charleston 

South Carolina Baptist Hospital, Columbia 

Spartanburg General Hospital, Spartanburg 


50 to 100 beds 


Anderson County Hospital, Anderson 

Baker Sanatorium, Charleston 

a - Moss Booth Memorial Hospital, Green- 
ville : 

Greenwood Hospital, Greenwood 

Orangeburg Hospital, Orangeburg 

St. Francis Xavier Infirmary, Charleston 

Tuomey Hospital, Sumter 


35 to 50 beds 
*Mary Black Clinic and Private Hospital, 
Spartanburg 


SOUTH DAKOTA 
100 or more beds 


a oe eae Sanitarium and Hospital, Cham- 
rlain 

McKennan Hospital, Sioux Falls 

Methodist State Hospital, Mitchell 

Sacred Heart Hospital, Yankton 

St.. Luke’s Hospital, Aberdeen 


50 to 100 beds 


Bartron Hospital, Watertown 

Lincoln Hospital, Aberdeen 

Luther Hospital, Watertown 

Lutheran Hospital, Hot Springs 
*Methodist Deaconess Hospital, Rapid City 
Moe Hospital, Sioux Falls 

New Madison Hospital, Madison 

Our Lady of Lourdes Hospital, Hot Springs 
Peabody Hospital, Webster 
*St. Joseph’s Hospital, Deadwood 

St. Joseph’s Hospital, Mitchell 

St. Mary’s Hospital, Pierre 


TENNESSEE 
100 or more beds 


Baptist Memorial Hospital, Memphis 
Baroness Erlanger Hospital, Chattanooga 
Hubbard Hospital, Nashville 

Knoxville General Hospital, Knoxville 
Memphis City Hospital, Memphis 
Methodist Hospital, Memphis 

Nashville General Hospital, Nashvi%e 

St. Joseph’s Hospital, Memphis 

*Millie E. Hale Hospital. Nashville 
Vanderbilt University Hospital, Nashville 


50 to 100 beds 


Appalachian Hospital, Johnson City 
Baird-Dulaney Hospital, Dyersburg 
Baptist Hospital, Nashville 
*Millie E. Hale Hospital, Nashville 
Newell and Newell Sanitarium, Chattanooga 
Protestant Hospital, Nashville 
Riverside Hospital, Knoxville 
*Woman’s Hospital, Memphis 
TEXAS 
100 or more beds 


Baylor Hospital, Dallas 
*Baptist Hospital, Fort Worth 
Baptist Hospital, Houston 
Central Texas Baptist ~—_ — 
City and County Hospital, Fort Worth 
Gulf, Colorado and Santa Fe Railway Hos- 
pital, Temple 
— Hospital, Fort Worth 
ermann Hospital, Houston 
Hotel Dieu, Beaumont 
*Jefferson Davis Hospital, Houston 
John Sealy Hospital, Galveston 
Parkland Hospital, Dallas 
Providence Sanitarium, Waco 
Robert B. Green Memorial Hospital, 
Antonio 
St. Joseph’s Infirmary, Fort Worth 
St. Joseph’s Infirmary, Houston 
St. Mary’s Infirmary, Galveston 
St. Paul’s Sanitarium, Dallas 
Santa Rosa Infirmary, San Antonio 
Scott and White Hospital, Temple 
Seton Infirmary, Austin 
Southern Pacific Infirmary, Housto: 
Texas and Pacific Railway Hospital, Marshall 
Wichita General Hospital, Wichita Falls 
50 to 100 beds 
An fisiate ital Fort Worth 
Hospital, ay 
FL. Ann Lutcher Hi range 
Hella Temple Children’s Hospital, Dallas 
International and Great Northern Railway 


Providence 


San 
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Employees’ Hospital Association, Palestine 
Kings Daughters Hospital, Temple 
Methodist Hospital, Houston 
St. Anthony's Sanitarium, Amarillo 
St. Joseph’s Infirmary, Paris 
St. Vincent’s Sanitarium, Sherman 
Sanitarium of Paris, Paris 
Sherman Hospital, Sherman 

*Spohn Sanitarium, Corpus Christi 
Texarkana Hospital, Texarkana 


85 to 50 beds 


*Burns Hospital, Cuero 
Colgin Hospital and Clinic, Waco 


McKinney City Hospital, McKinney 
*Mercy Hospital, Laredo 
UTAH 


100 or more beds 
Dr. D. W. Grones Latter Day Saints Hospital, 


Salt Lake City 
Holy Cross Hospital, Salt Lake City 
Salt Lake City 


St. Mark’s Hospital, 
Salt Lake County General Hospital, Salt Lake 


City 
Thomas D. Dee Memorial Hospital, Ogden 
50 to 100 beds 
Utah-Idaho Hospital, Logan 
VERMONT 
100 or more beds 
Bishop de Goesbriand Hospital, Burlington 
Mary Fietcher Hospital, Burlington 
50 to 100 beds 
Brattleboro Memorial Hospital, 
Fanny Allen Hospital, Winooski 
Heaton Hospital, Montpelier 
Rutland Hospital, Rutland 
St. Albans Hospital, St. Albans 
VIRGINIA 
100 or more beds 
Chesapeake and Ohio Hospital, Clifton Force 
Hospital of St. Vincent de Paul. Norfolk 


Brattleboro 


Medical College of Virginia, Hospital, Divi- 
sion, Richmond 
Norfolk Protestant Hospital, Norfolk 
Roanoke Hospital, Roanoke 
Stuart Circle Hospital, Richmond 
Charlottes- 


University of Virginia Hospital, 
ville 


50 to 100 beds 


*Dixie Hospital and Hampton Training School 
for Nurses, Hampton 
Elizabeth Buxton Hospital, 
George Ben Johnston Memorial 

Abingdon 
Grace Hospital, Richmond 
Jefferson Hospital, Roanoke 
Johnston-Willis Hospital, Richmond 
King’s Daughters’ Hospital, Staunton 
King’s Daughters’ Hospital, Portsmouth 
Lake View Hospital, Suffolk 
Lewis-Gale Hospital, Roanoke 
Lynchburg Hospital and City Home, Lynch- 


burg 
. ss Lodge Memorial Hospital, Lynch- 
urg 
Parrish Memorial Hospital, Portsmouth 
Petersburg Hospital, Petersburg 
Retreat for the Sick, Richmond 
*Riverside Hospital, Newport News 
St. Elizabeth’s Hospital, Richmond 
St. Luke’s Hospital, Richmond 
Sarah Leigh Hospital, Norfolk 
*Sheltering Arms Free Hospital, Richmond 
Shenandoah Hospital, Roanoke 
Tucker Sanatorium, Richmond 
Virginia Baptist Hospital, Lynchburg 


Newport News 
Hospital, 


Winchester Memorial Hospital, Winchester 
WASHINGTON 
100 or more beds 
Children’s Orthopedic Hospital, Seattle 


Columbus Hospital, Seattle 

King County Hospital, Seattle _ 
Maria Beard Deaconess Hospitai, Spokane 

*Northern Pacific Hospital, Tacoma 

*Pierce County Hospital, Tacoma 
Providence Hospital, Everett 
Providence Hospital, Seattle 
Sacred Heart Hospital, Spokane 
St. Elizabeth’s Hospital, Yakima 
St. Joseph’s Hospital, Tacoma 

St. Luke’s Hospital, Spokane 

St. Mary’s Hospital, Walla Walla 
Seattle City Hospital, Seattle 
Seattle General ad Seattle 
Swedish Hospital, 

Tacoma General ets Tacoma 

Virginia Mason Hospital, Seattle 


50 to 100 beds 


*Aberdeen General Hospital, Aberdeen 
Everett Hospital, Everett 

*Hoquiam General Hospital, Hoquiam 
*Longview Memorial Hospital, Longview 
Minor Hospital, Seattle 

*St. Anthony’s Hospital, Wenatchee 

St. Joseph’s Hospital, Aberdeen 

St. Joseph’s Hospital, Bellingham 

St. Luke’s Hospital, Bellingham 

St. Luke’s Hospital, Seattle 

Walla Walla Sanitarium, College Place 
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35 to 50 beds 

*Norwegian Hospital, Seattle 
WEST VIRGINIA 
100 or more beds 


Charleston General Hospital, Charleston 
*Logan Hospital, Logan 

Mountain State Hospital, Charleston 
Ohio Valley General Hospital, Wheeling 
St. Mary’s Hospital, Clarksburg 

Welch Hospital, No. 1, Welch 
Wheeling Hospital, Wheeling 


50 to 100 beds 


Beckley Hospital, Beckley 

Bluefield Sanitarium, Bluefield 

*Camden Clark Hospital, Parkersburg 

*Chesapeake and Ohio R. R. Hospital, 
ington 

*City Hospital, Martinsburg 

Coal Valley Hospital, Montgomery 

Cook Hospital, Fairmont 

Davis Memorial Hospital, Elkins 

Elkins City Hospital, Elkins 

Fairmont Hospital No. 3, Fairmont 

Guthrie Hospital, Huntington 

*Kanawah Valley Hospital, Charleston 

Kessler-Hatfield Hospital, Huntington 

King’s Daughters’ Hospital, Beckley 

McKendree Hospital, McKendree 

Monongalia County Hospital, Morgantown 

*St. Francis Hospital, Charleston 

*St. Joseph’s Hospital, Parkersburg 

St. Luke’s Hospital, Bluefield 


WISCONSIN 
100 or more beds 


Columbia Hospital, Milwaukee 

Evangelical Deaconess Hospital, Milwaukee 

Holy Family Hospital, Manitowoc 

LaCrosse Lutheran Hospital, 

Luther Hospital, Eau Claire 

Madison General Hospital, Madison 

Marquette University Hospital, Milwaukee 

Mercy and St. Mary’s Hospital, Oshkosh 

Mercy Hospital, Janesville 

Milwaukee Children’s Hospital, Milwaukee 

Milwaukee County Hospital, Wauwatosa 

Milwaukee Hospital, Milwaukee 

Milwaukee Maternity and General Hosp'tal, 
Milwaukee 

Mt. Sinai Hospital, Milwaukee 

Sacred Heart Sanitarium, Milwaukee 

St. Agnes Hospital, Fond du Lac 


Hunt- 


LaCrosse 


St. Elizabeth Hospital, Appleton 
St. Francis Hospital, LaCrosse 
*St. Joseph’s Hospital, Ashland 
St. Joseph’s Hospital, Marshfield 
St. Joseph’s Hospital, Milwaukee 
*St. Mary’s Hospital, Green Bay 
St. Mary’s Hospital, Milwaukee 
St. Mary’s Hospital, Superior 
St. Mary’s Hospital, Wausau 


Wisconsin State General Hospital, Madison 
50 to 100 beds 
*Ashland General Hospital, Ashland 
Grandview Hospital, LaCrosse 
*Hanover Hospital, Milwaukee 
*LaCrosse Public Hospital, LaCrosse 
Methodist Hospital, Madison 
*St. Catherine’s Hospital, Kenosha 
*St. Francis Hospital, Superior 
St. Joseph’s Hospital, Dodgeville 
St. Mary’s Hospital, Madison 
St. Mary’s Hospital, Racine 
Theda Clark Memorial Hospital, Neenah 
WYOMING 
100 or more beds 
Natrona General Hospital, Casper 
50 to 100 beds 
Casper Private Hospital, Casper 
Wheatland General Hospital, Wheatland 


CANAL ZONE 


Ancon Hospital, Ancon 


HAWAII 


Leahi Home, Honolulu 


Mobile Unit of Shriners’ Hospital, Honolulu 
Queen’s Hospital, Honolulu 

PORTO RICO 
Presbyterian Hospital, San Juan 

CANADA 

ALBERTA 
100 or more beds 

Calgary General Hospital, Calgary 


Edmonton General Hospital, Edmonton 
Holy Cross Hospital, Calgary 
Medicine Hat General Hospital, Medicine Hat 
Misericordia Hospital, Edmonton 
Royal Alexandria Hospital, Edmonton 
University of Alberta Hospital, Edmonton 
50 to 100 beds 
Brett Hospital, Banff 
Drumheller Municipal Hospital, Drumheller 
Lamont Public Hospital, Lamont 
85 to 50 beds 


*Vegreville General Hospital, Vegreville 
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The California Lutheran Hospital of Los Angeles, Crane fixtures, valves and fittings installed, 
General advisor, Dr. R. G. Brodrick, Piedmont, Cal. Architects, Walker and Eisen. General 
contractors, Los Angeles Planning Mill Co. Plumbing ard heating contractors, Coker and Taylor. 





IN THE FINEST HOSPITALS OF EASTAND WEST 


“This building is as complete and modern an __lizer equipment, have been supplied by Crane. 
installation as any on the Pacific coast today,” In every section of the country, from Maine to 
reports the Los Angeles office of Crane Co., an- Texas, and from New York to the Golden Gate, 
nouncing that all fixtures, valves and fittings for hospital builders know that the high type of 
the new California Lutheran Hospital of Los plumbing demanded for such institutions is as- 
Angeles, except refrigeration, kitchen, and steri- sured by the installation of Crane materials. 


CRANE 


Address all inquiries to Crane Co., Chicago 
GENERAL OFFICES: CRANE BUILDING, 836 S. MICHIGAN AVENUE, CHICAGO 
Branches and Sales Offices in One Hundred and Fifty-five Cities 
National Exhibit Rooms: Chicago, New York, Atlantic City, San Francisco and Montreal 
Works: Chicago, Bridgeport, Birmingham, Chattanooga, Trenton, Montreal and St. Johns, Que. 
CRANE EXPORT CORPORATION: NEW YORK, SAN FRANCISCO, MEXICO CITY, HAVANA 
CRANE LIMITED: CRANE BUILDING, 386 BEAVER HALL SQUARE, MONTREAL 
CRANE-BENNETT, Lrv., LONDON 


C!Z CRANE: PARIS, BRUSSELS 
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Battery of Surgeon's Wash-up Sinks 
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BRITISH COLUMBIA 
100 or more beds 


Provincial Royal Jubilee Hospital, Victoria 
*Royal Columbia Hospital, New Westminster 
Royal Inland Hospital, Kamloops 
St. Eugene Hospital, Cranbrook 
St. Joseph’s Hospital, Victoria 
St. Paul’s Hospital, Vancouver 
Shaughnessy Military Hospital, Vancouver 
Vancouver General Hospital, Vancouver 

50 to 100 beds 
Queen Victoria Hospital, Revelstoke 


MANITOBA 
100 or more beds 


Brandon General Hospital, Brandon 
Children’s Hospital, Winnipeg 

Grace Hospital, Winnipeg 

King Edward Memorial Hospital, Winnipeg 
King George Hospital, Winnipeg 
Misericordia Hospital, Winnipeg 

St. Boniface Hospital. St. Boniface 
*Victoria Hospital, Winnipeg 

Winnipeg General Hospital, Winnipeg 


_ NEW BRUNSWICK 
100 or more beds 


General Public Hospital, St. John 

Lancaster Hospital, St. John 

St. John County Hospital, East St. John 
50 to 100 beds 


Chipman Memorial Hospital, St. Stephen 
Hotel-Dieu Hospital, Campbellton 
Hotel-Dieu Hospital, Chatham 
*Hotel-Dieu Hospital, St. Basil 
Maramichi Hospital, New Castle 
Moncton Hospital, Moncton 
Restigouche and Bay Chaleur Soldiers’ Mem- 
orial Hospital, Campbellton 
St. John Infirmary, St. John 
Victoria Public Hospital, Fredericton 
35 to 50 beds 
L. P. Fisher Memorial Hospital, Woodstock 


NOVA SCOTIA 
100 or more beds 


St. Joseph's Hospital, Glace Bay 
Victoria General Hospital, Halifax 


50 to 100 beds 


*Aberdeen Hospital, New Glasgow 
Children’s Hospital, Halifax 
Glace Bay General Hospital, Glace Bay 
Grace Maternity Hospital, Halifax 
Halifax Infirmary, Halifax 
Highland View Hospital, Amherst 
St. Martha’s Hospital, Antigonishe 
Sydney City Hospital, Sydney 
Yarmouth Hospital, Yarmouth 
ONTARIO 
100 or more beds 


Brantford General Hospital, Brantford 
*General Hospital, Belleville 

General Hospital, Brockville 

General Hospital, Sault Ste. Marie 
General Hospital, Stratford 

General and Marine Hospital, St. Catherines 
Grace Hospital, Toronto 

Hamilton City Hospital, Hamilton 
Hospital for Sick Children, Toronto 
Hotel Dieu Hospital, Kingston 

Hotel Dieu of St. Joseph, Windsor 
Isolation Hospital, Toronto 

Kingston General Hospital, Kingston 
McKellar General Hospital, Ft. William 
Ottawa Civic Hospital, Ottawa 

Ottawa General Hospital, Ottawa 

St. Joseph’s Hospital, Hamilton 

*St. Joseph’s Hospital, London 

St. Joseph’s Hospital, Port Arthur 

St. Joseph’s Hospital, Sudbury 

St. Michael’s Hospital, Toronto 

St. Vincent de Paul Hospital, Brockville 
Salvation Army Grace Hospital, Windsor 
Toronto General Hospital, Toronto 
Toronto Western Hospital, Toronto 
Victoria Hospital, London 

Wellesley Hospital, Toronto 


50 to 100 beds 


General Hospital, Galt 
General Hospital, Niagara Falls 
General and Marine Hospital, Owen Sound 
Nicholls Hospital, Peterboro 
Oshawa General Hospital, Oshawa 
Public Hospital, Smith Falls 
St. Francis General Hospital, Smith Falls 
St. Joseph’s Hospital, Peterboro 
*St. Mary’s Hospital, Kitchener 
*Salvation Army Hospital, Ottawa 
Women’s College Hospital, Toronto 

PRINCE EDWARD ISLAND 

50 to 100 beds 

Charlottetown Hospital, Charlottetown 
Prince Edward Island Hospital, Charlotte- 


town 
Prince County Hospital, Summerside 
QUEBEC 
100 or more beds 
Alexandra Hospital, Montreal 


Children’s Memorial Hospital, Montreal 
Hospital de Precieux Sang, Quebec 
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Hospital General St. Vincent de Paul, Sher- 
brooke 
Hospital Laval, Quebec 


Hopital Sainte Justine Pour Jes Enfants, 
Montreal 
Hotel Dieu de St. Joseph, Montreal 


Jeffery Hale Hospital, Quebec 

L’Hopital Notre-Dame, Montreal 

La Misericorde Hospital, Montreal 

Montreal General Hospital, Montreal 

Royal Victoria Hospital, Montreal 

*St. Francois d’Assise Hopital, Quebec 
50 to 100 beds 


*Homeopathic Hospital, Montreal 
Montreal Foundling and Baby Hospital, Mon- 
treal 
St. Joseph’s Hospital, Three Rivers 
*Sherbrooke Hospital, Sherbrooke 
Shriners’ Hospital for Crippled 
Montreal 
SASKATCHEWAN 
100 or more beds 
City Hospital, Saskatoon 
Moose Jaw General Hospital, Moose Jaw 
Regina Grey Nuns’ Hospital, Regina 
St. Paul’s Hospital, Saskatoon 
50 to 100 beds 


Holy Family Hospital, Prince Albert 
*Hugh Waddell Memorial Hospital, Canora 
Notre Dame Hospital, North Batt!eford 
Providence Hospital, Moose Jaw 

*St. Elizabeth's Hosnital, Humbo'dt 
Victoria Hospital, Prince Albert 


AUSTRALIA 
NEW SOUTH WALES 
Lewisham Hospital, Sydney 
Newcastle Hospital, Newcastle 
Royal Alexandra Hospital for Children, Cam- 
perdown, Sydney 
Royal North Sydney Hospital, Sydney 
Royal Prince Alfred Hospital, Camperdown, 
Sydney 
St. Vincent's Hospital, 
Sydney Hospital, Sydney 
VICTORIA 
Alfred Hospi‘al, Melbourne 
Austin Hospital, Melbourne 
Children’s Hospital, Melbourne 
Melbourne Hospital, Melbourne 
Queen’s Memorial Hospital, Melbourne 
St. Vincent’s Hospital, Melbourne 
Woman’s Hospital, Melbourne 


CHINA 


Hunan-Yale Hospital, Changsha 


FRANCE 


American Hospital, Paris 


NEW ZEALAND 


Auckland Hospital, Auckland 
Cashmere Sanatorium, Christchurch 
Christchurch Hospital, Christchurch 
Dunedin Hospital, Dunedirr 
Wellington Hospital, Wellington 


SOUTH AMERICA 


Children, 


Sydney 


URUGUAY 
Gynecological Hospital (Pereira Rossell), 
Montevideo 
Maternity Hospital (Pereira Rossell), Mon- 
tevideo 


UNITED STATES 
GOVERNMENT 


ARMY 


Fitzsimons General Hospital, Denver Colorado 

Letterman General Hospital, San Francisco, 
California 

Station Hospital, Fort Sam Houston, Texas 

Walter Reed General Hospital, Washington, 
District of Columbia 

William Beaumont Hospital, El Paso, Texas 

NAVY 

United States Naval Hospital, Mare Island, 
California 

United States Naval 
California 

United States Naval Relief Ship, San Pedro, 
California 

United States Naval Hospital, 
Illinois 

United States Naval Hospital, Chelsea, Massa- 
chusetts 

United States Naval Hospital, 
District of Columbia 

United States Naval Hospital, League Island, 
Philadelphia, Pennsylvania 

United States Naval Hospital, Norfolk, Vir- 


Hospital, San Diego, 
Great Lakes, 


Washington, 


ginia 
United States Naval Hospital, New York, 
New York 


PUBLIC HEALTH SERVICE 
United States Marine Hospital No. 1, 
more, Maryland 
United States Marine Hospital No. 2, Boston, 
Massachusetts 
United States Marine Hospital No. 3, Buffalo, 
New York 


Balti- 


*Veterans Bureau, Sheridan, 
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United States Marine Hospital No. 5, Chi- 
cago, Illinois 
United States Marine Hospital No. 6, Cleve. 


land, Ohio 


*United States Marine Hospital No. 7, Detroit, 
Michigan 

*United States Marine Hospital No. 8, Evans. 
ville, Indiana 

United States Marine Hospital No. 9, Fort 


Stanton, New Mexico 

*United States Marine Hospital No. 10, 
West, Florida 

United States Marine Hospital No. 11, Louis- 
ville, Kentucky 

United States Marine Hospital No. 12, Mem- 
phis, Tennessee 

United States Marine Hospital No. 13, Mobile, 
Alabama 

United States Marine Hospital No. 14, New 
Orleans, Louisiana 

United States Marine Hospital No. 15, Pitts. 
burgh, Pennsylvania 


Key 


United States Marine Hospital No. 16, Port- 
land, Maine 

“United States Marine Hospital No. 17, Port 
Townsend, Washington 


United States Marine Hospital No. 18, St, 
Louis, Missouri 

United States Marine Hospital No. 19, San 
Francisco, California 

United States Marine 
vannah, Georgia 


Hospital No. 20, Sa- 


United States Marine Hospital No. 21, Sta- 
pleton, New York 

United States Marine Hospital No. 43, Ellis 
Island, New York 


United States Marine Hospital No. 66, Car- 
ville, Louisiana 
United States Marine Hospital No. 82, 
folk, Virginia 
VETERANS BUREAU 
Veterans Hospital, Palo Alto, California 
Veterans Hospital, Alexandria, Louisiana 
Veterans Hospital, Washington, District of 
Columbia 
Veterans Hospital, Waukesha, Wisconsin 
Veterans Hospital, New Haven, Connecticut 
Veterans Hospital, Perry Point, Maryland 
Veterans Hospital, West Roxbury, Massachu- 
setts 
Veterans Hospital, Atlanta, Georgia 
Veterans Hospital, Philadelphia, Pennsylvania 
Veterans Hospital, Whipple Barracks, Ari- 
zona 
Veterans Hospital, Tucson, Arizona 
Veterans Hospital, Boise, Idaho 
Veterans Hospital, Dwight, Illinois 
Veterans Hospital, Fort Bayard, New Mexico 
Veterans Hospital, Knoxville, Iowa 
Veterans Hospital, Tacoma, Washington 
Veterans Hospital, Oteen, North Carolina 
Veterans Hospital, Augusta, Georgia 
Veterans Hospital, Lake City, Florida 
Veterans Hospital, Camp Kearney, California 
Veterans Hospital, St. Paul, Minnesota 
Veterans Hospital, Kansas City, Missouri 
Veterans Hospital, Minneapolis, Minnesota 
Veterans Hospital, Helena, Montana 


Nor- 


Veterans Hospital, Gulfport, Mississippi 
Edward Hines Junior Hospitai, Maywood, 
Illinois 


Veterans Hospital, Portland, Oregon 
Veterans Hospital, North Little Rock, Arkan- 
sas 
Veterans Hospital, Bronx, New York 
Veterans Hospital, Algiers, Louisiana 
Veterans Hospital, Walla Walla, Washington 
Veterans Hospital, Memphis, Tennessee 
Veterans Hospital, Rutland, Massachusetts 
Veterans Hospital, Muskogee, Oklahoma 
Veterans Hospital, Jefferson Barracks, Mis- 
souri 
Veterans Hospital, Legion, Texas 
Veterans Hospital, American Lake, Washing- 
ton 
Veterans Hospital, Northampton, 
setts 
Veterans Hospital, Tupper Lake, New York 
Veterans Hospital, Chillicothe, Ohio 
Veterans Hospital, Castle Point, New York 
Veterans Hospital, Camp Custer, Michigan 
Veterans Hospital, St. Cloud, Minnesota 
Veterans Hospital, Livermore, California 
Veterans Hospital, Fort Lyon, Colo. 
Wyo. 
NATIONAL SANITARIUMS 
Pacific Branch, National Home, 
Home, California 
Danville Branch, National 
Illinois 


Massachu- 


Soldiers 


Home, Danville, 


Eastern Branch, National Home, National 
Soldiers Home, Maine ; 
Western Branch, National Home, National 


Military Home, Kansas 

Central Branch, National 
Dayton, Ohio 

Mountain Branch, National 
Sanitarium, Tennessee 

*National Sanitarium, Hot 
Dakota 

Southern Branch, National 
Soldiers Home, Virginia 

Northwestern Branch, National 
tional Home, Wisconsin 


Military Home, 
Home, National 
Springs, South 
National 


Na- 


Home, 


Home, 
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The Beth Israel Hospital, 
New York City, one of the most 
recent Pyrono installations. 
Louis Allen Abramson, 
Architect 
G. Richard Davis Company, 
General Contractors 





The Wood (iiiiiietmitiitasss: ‘dete 
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| Because the Pyrono Fire- Because in daily use it keeps 
proof Door possesses rare its shape and therefore 
outward beauty that is rest- operates noiselessly. .. . 
ful to the senses. . . . —it has been selected for 
Because its asbestos-sheathed some of the most notable 
core makes it an impassable installations in the hospital 
barrier to fire... . world. 


Details and estimates on request 


The Compound & Pyrono Door Company 
$ ST. JOSEPH, MICH. 








Made by America’s Oldest Veneered Door Specialists 
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OuT-PATIENT SERVICE 


Conducted by MICHAEL M. DAVIS, Ph.D., Executive Secretary, Committee on Dispensary Development, United 
Hospital Fund of New York, 15 W. 43rd Street, New York 
and by ALEC N. THOMSON, M.D., Medical Secretary, Committee on Dispensary Development, United 
Hospital Fund of New York 15¥W. 43rd Street, New York 
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FOLLOWING THE PATIENT THROUGH THE CLINIC 


A Description of the Committee on Dispensary Development’s Booth at the 


American Hospital Association 


trustees toward the out-patient department was re- 
flected in the type of questions that were asked at the 
leoth of the Committee on Dispensary Development at 
the American Hospital Association Convention at Atlan- 
tic City as contrasted with that of previous years. Ten 
years ago the out-patient booth was visited mainly by 
a few administrators who complained of “dispensary 
abuse” or who merely stopped long enough to state that 
in their opinions out-patient service was unnecessary. 
Today the fact that the out-patient service of a hospita! 
is quite as important to community health as is the in- 
patient service is being increasingly recognized. Only one 
visitor, in answer to the question “Are you interestcd in 
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A view of the four booths occupied by the Committee at the recent American Hospital Association Conference, at Atlantic City. 


Convention, Atlantic City, N. J. 


out-patient service?” exclaimed: “No, I’m not, thank 
God! My hospital is situated on the top of a hill on the 
outskirts of town and we’ll never have to be bothered 
with it.” 

Each year the number of visitors to the out-patient 
booth has materially increased and now hospital adminis- 
trators, social workers, nurses and physicians bring up 
questions relating to the details of clinic management. 
This year the scope of their interest has widened to include 
not only the “how’s” but the “why’s” of out-patient ad- 
ministration. The policies and the philosophy of out- 
patient service have been uppermost among the subjects 
discussed. 

An administrator from the South wanted a method for 
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. Attractive, comfortable on the 
bed, these sheets and pillou 
cases also stand wear and 

laundering better 


SHEETS—soft, white, linen-like 
even after hundreds of washin gs 


\ )’ TEAR, appearance, smoothness—essentials in hos- 
pital sheets and pillow cases—are also the essen- 
tials of Dwight Anchor manufacture. .. . 





Threads spun from the finest cotton, the complete 
absence of artificial “filling,” give Dwight Anchor sheet- 
ing a smooth, linen-like texture and gleaming whiteness 
that are unchanged by service and repeated washing. The 








; ; The neat woven label sewn to the 
firmest of tape selvages reinforce the sheets against tear- hem of every sheet and pillow case 





ing. Finer, closer stitching, double on the pillow case 
seams, lends the hems and seams added strength. 

And each Dwight Anchor sheet and pillow case now \ RE 
bears the clearest evidence of its manufacturer's con- ME 
fidence—a new woven label providing space for marking 
the date of purchase, furnishing a definite record of service. 









Your supply house or jobber will be pleased to show : 
‘ ' The firmest of tape selvages rein- 
you Dwight Anchor sheets and pillow cases. force Dwight Anchor sheets 





Dwicut MANUFACTURING COMPANY 
Minot, Hooper & Company: Selling Agents 
11 Thomas St., New York ~ 110 Summer St., Boston \ : 
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° The close, double stitching on the 
end seam of Dwight Anchor pillow 
L0) } cases 


SHEETS AND PILLOW CASES 





Manufactured since 1840 
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untangling the snarls in his admitting system; another 
from the West asked questions about Eastern ways of 
determining whether patients were able to pay for a 
private physician and by whom their medical histories 
should be taken. 

These and other problems were discussed during the 
demonstration of the admitting process at the Committee’s 
booth, which was set up to represent an out-patient de- 
partment waiting room, showing the various steps nec- 
essary to admitting process. It proved an interesting spot 
and was visited by hospital administrators, social] workers, 
nurses, physicians and trustees. The accompanying illus- 
tration shows the large chart describing the twelve steps 
that every new patient must take to reach the physician 
in the clinic room. This is called “The Trail the Patient 
Travels to the Clinic Room” and was worked out by a 
committee of the Associated Out-Patient Clinics of New 
York City.* One visitor called it “the short, short trail!” 


Set-up for Admitting Room 


The set-up included the registrar’s desk, with a type- 
writer on which she could fill in the essential items about 
each patient on his history sheet and index card; a card- 
index desk, in which the identification file was arranged 
within easy reach, a history file, a cash register, a desk 
for the social worker and an isolation cubicle in which 
patients suspected of having an infectious disease can 
await examination by a physician. 

Visitors were invited to go through the admitting 
process. Step 1, patient enters the building; step 2, an 
usher directs him along the route. Here old and new 
patients are separated, the old patient going directly to the 
cashier’s desk (step 9), while the new patient is sent to 
the registrar’s desk where steps 3 to 8 are taken. They 
cover the following: Step 3, medical eligibility determined 
and assigned to clinic; step 4, identification items taken 
for index card; step 5, identification items cleared with 
alphabetic index; step 6, identifying and other non-medical 
items taken for history sheet; step 7, social and economic 
eligibility determined and fee rate fixed; step 8, given an 
admission card. 

The patient next goes to the cashier’s desk, where the 
admission fee is paid. This constitutes step 9, pays an 
admission fee, and step 10, given a clinic ticket. 

At this point an interesting feature was the cash regis- 
ter. This machine was recently designed for use in the 
out-patient department of a leading New York hospital 
and was installed there at the end of the convention. The 
receipts issued by it gives the following items: The num- 
ber of the clinic the patient is to attend; the patient’s 
medical history number; a symbol indicating for what 
purpose the payment was made (as new patient, prescrip- 
tion, x-ray, baking or other special fees), the amount of 
the transaction and the number of patients admitted so 
far during the day and the date. 

The machine may be constructed with keys coded for 
the particular items required by the individual institution. 
It aroused the interest of trustees and superintendents 
alike. One trustee said: “This is great. It’s not expen- 
sive either compared with those I use in my business. 
When we equip our new building we must buy one both 
for the out-patient department and for the hospital.” A 
delegate from a Southern hospital remarked: “Oh yes, 
we have one of those. It records whether the patient is 
white or colored and includes in the total number of pa- 
tients those for whom fees were remitted.” 

After the patient completes step 10 he goes to the wait- 


* “Admission Systems for Dispensaries,” by Janet M. Geister and 
John R. Howard, Jr. Obtainable on request from the Associated 


Out-Patient Clinics, 244 Madison Ave., New York. 
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ing room from which he is called into clinic. These steps 
comprise 11 and 12. 

Space was given in the waiting room to a desk for the 
social worker, as it is essential that a representative of 
the social service department be present with facilities for 
privately interviewing patients. Workers who visited 
the booth were much interested in samples of social service 
record forms, including those to be attached to medical 
records on the wards, calendar cards and face sheets, 
Forms used in referring cases from the out-patient de- 
partment to welfare and health organizations and vice 
versa were also displayed. 

Requests for literature on all phases of out-patient 
service were frequent. Both the types of questions asked 
and the character of the discussion were significant. They 
clearly indicated the desire on the part of institutions 
already possessing out-patient departments to run them 
more efficiently and with more understanding of the needs 
of their clients. The inquiries also showed widespread 
intention on the part of those hospitals which at present 
take care of in-patients only to provide service for the 
out-patient and to do it intelligently and to as generous 
a degree as the nature and finances of the hospital permit. 
It is evidently becoming unfashionable to refer to the 
basement as the traditional home of the out-patient de- 
partment. 





BRODRICK COMMENDS OUT-PATIENT WORK 
AT CONVENTION 


The value of out-patient work was strongly emphasized 
at the Atlantic City convention. 

In his paper “The Importance of the Out-Patient De- 
partment from the Point of View of the Hospital,” Dr. 
R. G. Brodrick, director of hospitals, Alameda County 
Hospital, San Leandro, Calif., briefly sketched the phe 
nomenally rapid growth of the out-patient department in 
this country. The first dispensary, he said, was established 
in 1786, to dispense medicine to the destitute; during 1922 
about seven million patients made over 30,000,000 visits 
to 4,000 dispensaries and clinics in this country. 

Dr. Brodrick points out that formerly the out-patient 
department was not considered an important adjunct of 
the hospital, and that it was located in the basement, 
overcrowded, poorly lighted and ventilated, lacked equip- 
ment and adequate funds to operate it. He emphasized 
its importance to the hospital, in that it treats from five 
to ten times as many patients as are treated in the wards. 
He said that the out-patient department should be properly 
planned, provided with necessary equipment and adequate 
funds to maintain it, should be in charge of a competent 
executive assisted by a sufficient number of clerical, nurs- 
ing and social service employees, a unified medical staff 
on continuous service for both the in-patient and out- 
patient department and a unit record system or exchange 
of summaries of patients’ records. 

Having outlined these standards Dr. Brodrick then sum- 
marized the importance of the out-patient department to 
the hospital as follows: 

It furnishes immediate service to the ambulatory sick 
while in the early stages of disease when treatment pro- 
duces best results and thereby reduces cost of hospital 
care for this large group in the community. 

It bridges the gap between the out-patient department 
and the ward by transmitting with the patient the medical 
records, laboratory reports and social work-up, the latter 
including the social diagnoses and eligibility determina- 
tion, thereby furnishing to the hospital staff a picture 
of the patient’s living conditions and social background. 
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“T never knew Johnson & Johnson make so 
many time-and-money-savers for hospitals!” 


The following are only a few of them. Watch 
this page every month for the complete list. 











8. 9. 10. Eas 
(Continued from Page 131, October) 

8. ZOBEC SPONGE | 10. NosgE-AND-MouTH MASK 
4-inch squares of soft absorbent gauze | Made just right for operating room use 
encasing a thin layer of highly absorb- | and in contagious diseases. 12 in a box. 
ent cotton. All raw edges are turned 
in. This represents “de luxe” quality | 11. SANITARY HEADDRESS 


at surprisingly low prices due to mod- 
ern automatic machinery and large pro- 
duction methods. 500 Zobec sponges in 
a box. 


A new stockinette idea. Very econom- 
ical and highly satisfactory. 12 in a box. 


ZU HNNNUNNINUNUUUUAULOULLUUUAALAULEOOUOLELUGUOUUUUOUUSUOUU GUAGE 


“THESE GOODS COST 
MONEY; PLEASE DO NOT 
WASTE THEM”’ 


The above slogan is being popularized 


We 


9. CAMPHENOL 


The new gallon can is economical. Many 
physicians recommend Camphenol in- 
stead of saponified cresol, particularly os part of Jehneen & Jebneen's ents 
in surgical, obstetrical and gynecologi- paign in behalf of hospital economy. 
cal cases, for douching. EAM TOOT MLN MALU ULL LOLOL LL 
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New Brunswick, N. J., U. S. A. Hospital 
Please send samples and prices of the following: eee 
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_] Nose-and-Mouth Mask 
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THE HOSPITAL 


Conducted by CAROLYN E, GRAY, M. A., 
Butler Hall, 402 West 119th Street 
eNew York 





THE NURSING OF CHRONIC DISEASES—WHAT IT 
DEMANDS AND WHAT IT OFFERS 


By Mildred Constantine, A.B., R.N., Director, School of Nursing, Montefiore Hospital 
for Chronic Diseases 
New York 


with the nursing service in a large hospital for 

chronic diseases and in that time have heard many 
comments on the character of the nursing required by pa- 
tients with chronic diseases. 

Many people who pride themselves on their knowledge 
of nursing problems ignore the chronic patient entirely 
or feel that any inexperienced service is satisfactory for 
him. Among nurse executives particularly, I hear oft re- 
peated the sentiment that a chronic hospital is the ideal 
place in which to train attendants and that if a patient 
is really sick he is not chronic. To the majority, chronic 
disease appears to be a synonym for semi-invalidism. 

Through the ages experiment and research have been 
busy with acute illnesses, but interest in chronic condi- 
tions is only just being awakened. There is little available 
literature on chronic disease and no available facts about 
the relative nursing needs of the two conditions. 

‘In January, 1921, THe McperRN HospiTau published an 
article by Elizabeth A. Greener, superintendent of nurses, 
Mt. Sinai Hospital, New York, entitled “A Study of Hos- 
pital Nursing Service.” Miss Greener found that seven 
representative patients in her hospital each received an 
average of four hours and forty-nine minutes of nursing 
care in twenty-four hours. 


LD wir the past four years I have been associated 


Average of Five Hours and Twenty Minutes 


In order to have figures for comparison, we made a 
similar study of our chronic patients and found that the 
first seven we selected gave us an average of five hours 
and twenty minutes per patient. I then continued to select 
cases—the easiest and the most difficult on a given ward. 
The resultant twenty-three cases show a minimum of one 
hour and six minutes for a diabetic child and a maximum 
of six hours and twenty minutes for an incontinent pa- 
tient with a spastic paralysis of the legs. The average 
time was four hours fourteen minutes nursing care per 
patient, in twenty-four hours. This is exclusive of special 
tests. 

By dividing the twenty-fours into three parts—7 a. m. 
to 3 p. m., 3.p. m. to 11 p. m., 11 p. m. to 7 a. m., we found 
that the third period averaged fifty-two minutes and the 
other two periods almost twice this or one hour and 


twenty-five minutes between 3 p. m. and 11 p. m. and one 
hour and fifty-seven minutes from 7 a. m. to 3 p.m. Miss 
Greener found a greater difference between her first two 
periods. This suggests that the needs of the chronically 
ill patients (from 7 a. m. to 11 p. m.) are more continuous 
than those of the patient with an acute disease. 

Table I gives a summary of the twenty-three cases 
studied. None of these had special tests on the day they 
were studied and only a few had baths, so that these figures 
represent as nearly as possible the minimum daily routine 
for the various types of cases. 


Patients Divided in Three Groups 


In this hospital the patients are divided into three 
groups: Class A, those admitted for diagnosis and treat- 
ment; Class B, those admitted for nursing care only, and 
Class C, those who are purely custodial cases. Class C 
cases are segregated in a special part of the hospital and 
the student nurses are assigned to duty with Classes A 
and B. 

Class A patients require the resources of a well equipped 
general hospital while Class B patients will no longer be 
benefited by intensive medical supervision and prescrip- 
tions, but require a large amount of individual, painstak- 
ing nursing care, as well as occupational therapy. A 
Class B case may at any time become an A case. Chronic 
patients often need various aids to the restoration of 
morale and function not required by patients ill for only 
a few weeks. 

A careful study of our treatment and medicine lists 
shows that both groups A and B require more medica- 
tions by hypodermic, rectum and mouth than most pa- 
tients in general hospitals, while our daily treatments 
show a wide range of procedures including numerous 
catheterizations, as well as proctoclysis, hypodermoclysis, 
paracentesis, artificial pneumothorax, lavage, gavage, irri- 
gations, douches, massages, baking and emergency treat- 
ment for pulmonary or cerebral hemorrhages. A goodly 
number of Class B patients are in plaster casts which re- 
quire special attention. A number of our orthopedic cases 
have traction applied from four to six hours at a time. 

Our special diets include daily about one hundred 
weighed diabetic diets, nitrogen and salt poor diets, diar- 
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i ~ Augustana Hospital, 

Chicago, Ill. 675 
Columbia Crescent 
Tint Shades mounted 
on Columbia Wood 
Rollers installed by 
The Bell Window 
Shade & Decorating 
} Co., Chicago. 
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Cut your electric light bills — 
and window shade replacement costs 


Plenty of sunshine out-doors lucent tone-color shades that 
—plenty of windows. Yet in- admit a maximum of natural 





—wapeae: Sing teh side—electric lights going full light, yet exclude all harsh, 
the word that best de- aii ET .: 

scribes the Columbia Roller. blast! ; eyestraining glare. 

ee ° silent, rugged All because of those dark, And still another advantage: 
anda smooth-running. ts E . = = ° ~ . 
leeinemevunteeds, ad opaque shades at the windows Columbia unfilled Shades are 
in savanstits, the pane —ugly, light-dimming shades strong on durability. Never 
matches the close-texture e — Ss . rack or pinhole. That’s 
shade cloth. Yet they sell for that shroud each room in gloom. stretch, c ack 9 pinhole. That's 
substantially the same price After all, why shut out free D¢cause they’re closely woven, 


firm-textured, carefully painted 
—built for the kind of usage 
= siiiodiling® that —_ P angroes oe 

ae is subjected to day in and day 
You can save time Compare this absurd waste 14 ear whats. inane drop 
| of daylight with the sound ;ijeht down toward zero with 


as shades and rollers wiiich a , nat : 
lack their desirable features. daylight and then pay for ex- 
pensive artificial light? Is that 














and insure shade _ satisfaction by 


using the Standard Specification for i , x . _ See . . 
Window Shades which we'll gladly economy of Columbia Crescent these long-wearing window 


and samples of Columbia Cloth are 
sent with the specification. Just fill 
in coupon and mail to The Columbia 
Mills, Inc., 225 Fifth Avenue, New 


The Columbia Mills, Inc. 
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~quest. A specimen roller | ie a . 
ata os request ee aa | Tint Window Shades—trans- shades on the job. 
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TABLE | 
Summary of Twenty-Three Cases of Special Diets 











CASE & 



































































































































a BED OR UP 
SERVICE DIAGNOSIS AGE SEX PATIENT REMARKS 7-3 3-11 11-7 TOTAL 
Case 1. Mitral Stenosis 20 Yrs. Female Bed Seriously ill, reason- 44 Min. 45 Min. 21 Min. 110 Min. 
Medical Cardiac Hypertrophy able but restless 
Passive Congestion 
Liver and Lungs 
Hydrothorax 
Sero-Pleurisy 
Case 2. Diabetes 6 Yrs. Female Up Requires help with 36 Min. 52 Min. 20 Min. 108 Min. 
Medical Mellitus dressing 
Case 3. Tuberculosis | 38 Yrs. Female Bed Helpless 174 Min. 118 Min. 77 Min. 369 Min. 
Surgical Post Operative Requires help to turn 
Thoracoplasty 
Case 4. Chronic Rheumatism 43 Yrs. Female Wheel chair Able to help self 73 Min. 53 Min. 32 Min. 158 Min. 
Orthopedic 
Case 5. Post Encephalitis 20 Yrs. Female Bed Helpless and restless208 Min. 162 Min. 31 Min. 491 Min. 
Neurological 
Case 6. Paraplegia of Legs 30 Yrs. Female Wheel chair Irritable 120 Min. 85 Min. 105 Min. 310 Min. 
Neurological 
Case 7. Polyarthritis 34 Yrs. Female Wheel chair Can only feed herself 84 Min. 51 Min. 23 Min. 158 Min. 
Orthopedic Deformans 
Case 8. Arthritis 25 Yrs. Female Wheel chair Helpless 84 Min. 33 Min. 12 Min. 129 Min. 
Orthopedic 
Case 9. Arteriosclerosis 51 Yrs. Female Wheel chair Able to help self 133 Min. 75 Min. 105 Min. 313 Min. 
Medical Chronic Nephritis 
Hypertension 
Left Hemiplegia 
Case 10. Dystonia Musculorum 22 Yrs. Female Wheel chair Able to help self 142 Min. 144 Min. 17 Min. 303 Min. 
Neurological 
Case 11. Rheumatic Valvular 43 Yrs. Female Bed Able to help self 126 Min. 90 Min. 62 Min. 278 Min. 
Medical disease 
Mitral Stenosis 
Cardiac Hypertrophy 
Bilateral Hydrothorax 
Passive Congestion 
Liver and Lungs 
Case 12. Rheumatic Heart 50 Yrs. Male Bed Able to help self 55 Min. 54 Min. 81 Min. 190 Min. 
Medical Aortic Insufficiency 
Case 13. Diabetes 56 Yrs. Female Bed Helpless 80 Min. 42 Min. 20 Min. 142 Min. 
Medical Chronic Nephritis 
Hypertension 
Arteriosclerosis 
Case 14, Pulmonary 23 Yrs. Male Bed Able to help self 224 Min. 143 Min. 21 Min. 388 Min. 
Tuberculosis Tuberculosis 
Case 15. Carcinoma of uterus 66 Yrs. Female Bed Able to help self 160 Min. 170 Min. 69 Min. 399 Min. 
Cancer with Metastases 
Case 15. Cancer of Pelvis 47 Yrs. Female Bed Does not sit up 110 Min. 79 Min. 59 Min. 248 Min. 
Cancer Feeds self 
Case 17. Cancer of Stomach 45 Yrs. Male Bed Operative 95 Min. 69 Min. 165 Min. 329 Min. 
Surgical Gastrostomy 
Case 18. Infectious Polyarthritis 51 Yrs. Male Bed Blind 105 Min. 92 Min. 125 Min. 822 Min. 
Surgical Aortic Insufficiency 
Mitral Insufficiency 
Broncho-pneumonia 
Edema of lungs 
Case 19. Right Hemiplegia 45 Yrs. Male Bed Quiet, partially 110 Min. 115 Min. 28 Min. 253 Min. 
Neurological helpless 
Case 20. Chronic Bronchitis 31 Yrs. Male Up Frequent Asthmatic 79 Min. 38 Min. 13 Min. 130 Min. 
Medical Bronchial Asthma Attacks 
Case 21. Post Encephalitis 23 Yrs. Female Bed Body Cast 167 Min. 52 Min. 20 Min. 289 Min. 
Neurological 
Case 22. Left Hemiplegia 59 Yrs. Female Bed Pains in shoulders 140 Min. 104 Min. 45 Min. 239 Min. 
Neurological Mitral Stenosis 
Case 23. Hydrothorax 73 Yrs. Female Bed Dyspoenic at times 130 Min. 99 Min. 59 Min. 288 Min. 
Medical Rheumatic 
Valvular Disease 
se ee eee. ii eden eke dak wehee sole nketeS amend aue 44 Hours 32 Hours 20 Hours 97 Hours 
44 Min. 40 Min. 40 Min. 34 Min. 
i (Oi RS 2. ake Ot hd eb ew Swe Whe K SOM Rada Semone 1 Hour 1 Hour 4 Hours 
57 Min. 25 Min. 52 Min. i4 Min. 
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“Just What 


a Ligature Should Be” 


Fresh Material: Armour’s Sterilized 
Surgical Catgut Ligatures, Plain, 
Chromic, and Iodized, are made from 
sheep gut collected in our own abattoirs, 
where all animals are subject to State and 
Federal inspections before and after 
slaughtering. 


Fresh material is selected, washed and 
rinsed in running water until it is me- 
chanically clean. The gut is then split 
lengthwise and the mesenteric portion is 
discarded. Nothing but the smooth side 
is used. This insures a string that is free 
from weak spots and knots and that is ab- 
sorbed uniformly after being imbedded in 
the tissues. The strands are then slimed, 
scraped and treated in such manner as to 
remove all but the clean sub-mucous lin- 
ing. During this process, requiring sev- 
eral days, the material is kept at a low 
temperature (rear freezing) to prevent 
fermentation and minimize bacterial 
growth. 


Special Sterilization: 


A special sterilizer built of 
brick, steel and tile was de- 
signed by the Armour Con- 
struction Dept. Superheated 
steam, generated in a small 
chamber, is regulated by self 
registering mercury ther- 
mometers with charts, which 
are kept for reference. 





| After the final sterilization 
samples are taken from each 
| batch and tested in the Bac- 
teriological Laboratory by | 
bacteriologists who are en- 
tirely independent of the 
manufacturing work. 























Sterilization: While in a moist state 
and immediately before spinning and dry- 
ing, the strips of gut are sterilized in an 
air-tight chamber by means of sulphur 
fumes. 


Hand Polished: After drying, all 
Ligatures are hand polished until perfect- 
ly smooth. They are then taken off the 
racks and gauged, sorted, and all traces 
of fat removed by proper solvents. 


Chromicizing: Chromicizing of Liga 
tures is done in a way to make the strings 
stand up in the tissues 10, 20 or 30 days, 
as may be desired. 


The Plain and Chromic Ligatures are cut 
into proper lengths, placed in sterile 
tubes, and completely freed from mois- 
ture by heat and covered with storing 
fluid. The Tubes are here sealed and ster- 
ilized at 320 degrees F. 


THE ARMOUR STERILE CATGUT LIGATURES 
are supplied as follows: 
Plain and Chromic, Regular (60 inch) lengths, sizes 000, 00, 0, 1, 
2,3 and 4. Boilable or non-boilable. 
Plain and Chromic, Emergency (20 inch) lengths, sizes 000, 00, 0, 


1, 2, 3 and 4. 

Iodized, Regular (60 inch) length, sizes 00, 0, 1, 2, 3 and 4. 
An Armour Staff is working patiently and constantly in scientific research 
and in the commercial production of those surgical and pharmaceutical 
materials, whose only legitimate origin is the successfully conducted 
abattoir. 


PHARMACEUTICAL DEPARTMENT 





ARMOUR 4x0 COMPANY 


CHICAGO 
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rhea, constipation, pernicious anemia, low fat and high 
caloric diets. The metabolism kitchen requires particular 
attention at present from dietitians and nurses because 
of the large number of diets. 

The individual who requires long hospitalization offers 
a wide range of complications and emergencies which un- 
less promptly handled, may have serious consequences. 
A nurse dealing with chronically ill patients must be an 
intelligent observer trained in the psychology of these 
patients. Many graduate nurses who come here from 
acute services do not know how to care for the chronic 
patient. 

For some years this hospital employed attendants for 
the routine care of all patients, but they have been very 
unsatisfactory except for the segregated, Class C, cases. 
A few were excellent but the large majority were shiftless, 
untruthful, independent and cruel to the patients. Scien- 
tific study was impossible when the doctors had to depend 
on attendants for part of their data. The results were of 
doubtful value to the patient whose ultimate recovery de- 
pended on accurate diagnosis and skilled after-treatment. 

Now that we are gradually replacing the attendant with 
student nurses we find that the patient receives better 
care, the amount of research has increased and much 
valuable teaching material is available for the student 
nurse. We find repeatedly that one interested student 
replaces two attendants and a graduate nurse to the 
mutual satisfaction of the doctor, student and patient. 


Chronic Service and Education 


Many people argue that a chronic service is not suited 
to the education of student nurses because of the slow 
turnover. Since January, 1926, we have averaged 127 
admissions each month, exclusive of our private pavilion 
and our sick employees. While this is not high compared 
with acute services the total number of patients is large 
and the rotation of services for a student gives her as 
much variation as in other hospitals. Instead of assigning 
a student on a given service to a number of beds and 
depending on the turnover to provide her with a varied 
training, we assign our students to different patients 
every one or two weeks according to the type of case. 

Table II gives in detail the care of a Class B case who 
has become an A case due to an attack of tonsillitis. Ta- 
ble III is a typical Class B case which should not be cared 
for by an attendant because the attendant after watching 
a graduate do the catheterizations and administer medi- 
cines soon feels that she can do these things herself and 
either becomes discontented and leaves or persuades a 
doctor or nurse to allow her to demonstrate her ability. 
Once she has done this it is a temptation to a busy gradu- 
ate nurse to allow her to continue this practice. If the 
attendant leaves she generally attempts catheterization 
and the other treatments which she has seen in the hos- 
pital on patients in their homes or elsewhere. We have 
found both alternatives quite common and one of the chief 
reasons why we feel attendants should be allowed only 
to care for Class C cases. 

On the other hand if a student nurse is assigned for a 
limited period to such a case as is shown in Table III, she 
can take entire care of the patient. This results first in 
greater efficiency as the patient and the attendant fre- 
quently have to wait until the graduate finishes with 
another patient. Secondly the patient is better satisfied 
as one graduate can supervise several students in their 
preparation and execution of nursing procedures and, 
lastly, the student receives valuable practice in the care 
of a patient in a body cast and in catheterization of such 


a case. 
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I believe that the evidence which I have presented 
shows that the minimum nursing requirements in a hos- 
pital for chronic diseases approximate the service in a 
general hospital, that the treatments compare favorably 
in number and variety with other hospitals and that much 
research is still required in chronic illnesses. It must be 
evident, therefore, that the nursing of chronic diseases 
is not an inferior type of nursing service, but a different 
form equally important, equally exacting and of as high 
a quality as that given in general hospitals. 


CASE I 
(7 a.m.—3:00 p.m.) 
Breakfast 
Bedpan 
Temperature, pulse and respiration taken 
Gargle 
Bed made 
Answered questions 
Gargle 
Dinner 
Gargle 
Glass of water 
Total number of minutes = 44 


(3:00 p.m.—11:00 p.m.) 
:18 Temperature, pulse and respiration 
:20 Supper 
715 P. M. Care 
718 Bedpan given 
:35 Glass of water 
: Gargle 
:17 Medication 
:30 Bedpan 
:32 Glass of water 
750 Back rest adjusted and hot milk given 
Gargle 


CHOHDWDDARARUS 
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Total number of minutes — 45 


(11:00 p.m.—7:00 a.m.) 
11 :07-12 :00 
6:00-— 6:06 
6:50— 6:53 
6:55— 6:57 


Gargle 
Gargle, wash and water; bed straightened 
Bedpan 
Glass of water 
Total number of minutes = 21 
Total number of minutes in 24 hours = 110 or 1 hour and 50 minutes 


CASE XXI 


(7:00 a.m.—3:00 p.m.) 

Breakfast 

Bed stripped, patient bathed and powdered and pad 
changed 

Doctor’s visit 

Patient catheterized 

Bed made, patient turned on stomach 

Hot water bottles filled, bedside table cleaned 

Window adjusted 

Lunch 

Patient turned on back, pad changed, bed made, glass 
of water given, window adjusted 

Bedside table put in order, hot water bottle filled 

Hypodermic given 


:00-— 7:30 
:05— 9:30 


:30— 9:35 
:35-— 9:40 
:40— 9:50 
750-10 :00 
:12-11:13 
200-12 :30 
:40-— 1:20 


NNFOoeCoo o-1 


no 


:20-— 1:30 
:00-— 2:01 


nue 


Total number of minutes — 167 


(3:00 p.m.—11:00 p.m.) 
Doctor’s visit 
Hypodermic given 
Alcohol rub 
Pad changed, bed arranged for night 
Hot water bottles filled, glass of water given 
Doctor’s visit 
Catheterization 
Hypodermic given 
Hot water bottles refilled 
Glass of water given 
Sheets arranged 


4:45- 
6 :00- 
6:10— 6:20 
6 :20- 
6:30- 6:35 
7:10— 7:12 


Total number of minutes = 52 


(11:00 p.m.—7:00 a.m.) 
Hot water bottle filled 
Hypo prepared and given 
Hypo prepared and given; hot water bottles filled 
Water given for teeth 
Total number of minutes = 20 
Total number of minutes in 24 hours = 239 or 3 hours and 59 minutes 





DEAN GOODRICH ADDRESSES CHICAGO 
NURSING GROUP 


Annie W. Goodrich, R.N., Sc.D., dean, Yale University 
School of Nursing, New Haven, Conn., was the speaker 
at a luncheon given by the Central Council for Nursing 
Education, Chicago, October 21, 1926. 

Dean Goodrich chose as her subject, “Some Newer 
Branches of Nursing for Community Service,” and de- 
scribed in an interesting manner the many types of nurs- 
ing which public health departments and community 
agencies now offer the graduate nurse, such as public 
health work, hourly service, visiting nursing, industrial 
and school nursing. 
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The Studebaker 
Ambulance, $3550 


f.o.b. factory 








THE MODERN HOSPITAL 


133 














Now — The No-Draft Ventilating Windshield 


Exclusively Studebaker—on Studebaker Ambulances 





Three positions of the new Studebaker wind- 
shield meet every driving condition. Tilted 
backward, this windshield provides full ventila- 
tion, but dces not admit rain—even in the 
heaviest storm. Tilted forward, air is directed 
toward the roof, over the heads of passengers. 
Midway between these positions, the windshield 
forms an airtight barrier. 


ooo 
| When tilted backward, 
| air currents are directed 
under the cowl. 























When tilted forward, air 
currents are directed to- 
ward the roof. 











>> ——J} 





Professor J. D. Hoffman, past president of the 
Society of Heating and Ventilating Engineers, 
reports: “I know of no other windshield that 
equals it from the standpoint of scientific ven- 
tilation. At crdinary speeds the air in the car 
will change completely every five minutes. 
Scientific design admits air in ample quantities 
without draft.” 

The addition of this feature to Studebaker 
Ambulances is without increase in price. It re- 
flects the Studebaker policy of keeping its prod- 
ucts constantly up-to-date. 


ERFECT ventilationisassured 

in this new-type Studebaker 
Ambulance. The new no-draft 
ventilating windshield, an exclu- 
sive Studebaker feature, allows for 
controlled ventilation asillustrated. 
Further ventilation is provided by 
door windows, adjustable to any 
height. 

Such attention to detail is typical of the 
fine appointments of the Studebaker Am- 
bulance. Ruggedly built in every point of 
its construction, the Studebaker Ambu- 
lance possesses the stamina essential for 
the severe usage that emergencies often 
demand. 

The body is full steel - panelled -— grace- 
ful lines, lacquer finish in three color op- 
tions. Leather back, with landau braces, 
is optional. Nickel plated radiator, and 
rear side windows of leaded glass empha- 
size its beauty. 


Side and Rear 
Loading 


A 37-inch rear door opens into the roomy 
patient’s compartment. Loading is par- 
ticularly easy—height from ground to floor 
is only 31 inches. 

When traffic prevents access at the rear, 
the improved Bomgardner folding chair 
cot (standard equipment) may be loaded 
from either side entrance. 

Interior trim is soft, genuine, gray lea- 
ther, easily kept sanitary and clean. Gen- 
uine mohair can be furnished in place of 
leather, if desired. Roller shades are fitted 
to the windows. 


Capacity 5 Persons and 
Patient 


Two upholstered seats are provided for 
attendants. They fold up against the right 
wall, or they may be lifted from pivot 
sockets and removed, if desired. 


Equipment includes spotlight, controlled 
from inside; metal name plates on each 
front door; nickel-plated front bumper; 
motometer; extra disc wheel, with tire, 
tube and cover; rear traffic signal light; 
inspection light on 10-foot cord; rear vision 
mirror; automatic windshield cleaner; 
flower vases; dome light; rear corner lights 
and a heater.—Instruments are mounted 
in an oval group under glass, illuminated 
by an indirect light. Two-beam nickel- 
plated acorn headlights are controlled by a 
switch on the steering wheel. 

Engine is the world-famous Studebaker 
Big Six, equalled in rated horsepower by 
only seven cars—the highest priced auto- 
mobiles in America. 

The new Studebaker Ambulance is sold 
as a complete unit by 3000 Studebaker 
dealers who also provide nation-wide 
service. 

Mail the coupon today for complete in- 
formation. 


se SC ~~ 


The Studebaker Corporation of America, 
Department M, South Bend, Indiana. 


Please send me free, without obligation, 
your new illustrated ambulance catalog. 


I 
| 
| 
| 
| 
| 
| Address 
| 
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INSTITUTIONAL 


FOoD SERVICE 


Conducted by LULU G. GRAVES, 7 East 54th Street, New York 
and MARY A. FOLEY, Director of Dietetics, Kahler Hospital, Rochester, Minn. 
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PLANNING AND EQUIPPING THE KITCHEN* 


By R. G. Brodrick, M.D., Director, Alameda County Hospitals, 
San Leandro, Calif. 


important points should always be kept in mind 

first, that the cost of maintaining the culinary de- 
partment amounts to from 20 to 40 per cent of the entire 
operating expense of the hospital; second, that the repu- 
tation of the hospital in the community is influenced by 
the quality of food served to the patient. Hence, it is 
desirable for architects and for those interested in the 
building of hospitals to devote more time and to give 
greater consideration to this important subject. 

Although much depends upon the shape and the contour 
of the site, the expeditious delivery of food to the patient 
should be the chief factor in determining ‘he location of 
the kitchen. 

In the small or medium sized hospital when the kitchen 
chief occupies only a minor portion of the building it 
should be centrally located either on the ground floor or 
on the highest level. 

The top floor kitchen, although well lighted and ven- 
tilated, offers many serious disadvantages among which 
are additional cost of construction and increased oper- 
ating expenses due to extra labor required to deliver sup- 
plies to the kitchen and to remove garbage and other 
refuse from it. In addition, if the dining rooms are 
placed on the top floor, there is much confusion and loss 
in time for the hospital personnel who are compelled to 
use the elevators at each meal. 


Wy on planning and equipping the hospital two 


Advantages of First Floor Location 


The first floor kitchen has in its favor accessibility, con- 
venience to storerooms, easy supervision, economy of ad- 
ministration and quicker delivery of food to patients and 
to the dining rooms. The kitchen should not be placed 
in the basement even when this location appears to be 
the most logical, because natural lighting is poor, super- 
vision difficult and working conditions are apt to become 
unsanitary. Moreover, the ventilation is usually inade- 
quate and as a result odors of cooking permeate the hos- 
pital. 

In large institutions it is preferable to plan a separate 
service building located behind the central administrative 
group to which it may be connected by a cross-ventilated 
corridor. The kitchen proper and dining rooms may be 
on the main floor while the culinary stores and auxiliary 
rooms are located on the ground floor. 


*Read at the dietetic section of the American Secotal Association 
Conference, Atlantic City, N. J., September 29, 1926. 


The kitchen should be so planned as to provide for the 
immediate needs of the institution and allow for future 
growth. 

When its size is not proportional to the work required 
and necessary equipment has to be placed elsewhere the 
additional labor and time involved mean increased oper- 
ating cost without any compensating advantage. 

In the top story kitchen the size and shape are pre- 
determined by the understructure to which it must con- 
form while the size and shape of the kitchen in a separate 
building may be varied to suit the requirements of the 
hospital. An area about eighty feet long and forty feet 
wide will serve about one thousand persons. 

Many special features of kitchen construction might be 
mentioned but the time will permit discussion of only the 
more important items. 


Quarry Tile for Floor Base 


Probably the most satisfactory floor and base for the 
kitchen is red quarry or Welsh tile, the surface of which, 
although smooth and free of glaze, has enough grit to 
prevent slipping. It is easily cleaned. 

Walls should be entirely covered with glazed tile in 
order to facilitate cleaning and to eliminate the recur- 
ring cost and inconvenience of painting. The height of 
the ceiling in the main kitchen should not be less than 
fifteen feet. 

The top floor kitchen readily lends itself to a monitor 
roof for overhead light and cross-ventilation. Skylights 
should be avoided, as they are difficult to clean. In sum- 
mer they reflect the heat of the sun and in winter, mois- 
ture from the air condenses on the cold glass and causes 
annoying dripping. The ceilings of noise producing rooms 
as the dishwashing, serving pantries and diet kitchens 
may be treated with felt deafening or other accoustical 
material. 

Door frames should be made of metal and doors exposed 
to injury from trucks should be covered with heavy steel 
plate. For the same reason door knobs should be installed 
higher than is customary. 

Windows should be on at least two opposite sides, to 
insure proper natural lighting. Window frames should 
be of metal construction and of sufficient height to allow 
sinks, tables, and cases to be placed against the outer 
walls. 

To prevent the entry of flies every window that may 
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EID- 
BRIN 





MODEL T 


for 
Quick Mastery 
of Anesthesia 


With its new Selective Emergency Valve, the “Heidbrink’” Model 
every practical device for the elimination of error. Quick mastery of anesthesia 
is assured even for beginners. 


T now has 


Control is on top within easy reach—the sight-feed indication of dosage is accurate 
and always in sight—administration is always accomplished within safe pressure 
limits. It actually measures and indicates the percentage of the gases in the mix- 
ture ond the volume of flow. 





Vou know what mixture and how much gas the patient gets. No other gas appa- 
ratus tells you that. No other apparatus insures such accurate, safe administra- 


tion of anesthesia. 

Heidbrink technique for anesthesia induction and maintenance has proved safe in over 
100,000 cases. Dosage is plainly marked on Heidbrink Dials and guides the anesthetist 
to quick mastery of anesthesia and economical administration 


Send for the detailed information in our new Free Catalog 6. 


The HEIDBRINK COMPANY 


MINNEAPOLIS, MINNESOTA, U.S.A. 
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be opened ought to be covered with an outer full-sized 
bronze or composition metal mesh screen which is capable 
of being readily removed for cleaning. 

Canopy awnings for windows exposed to the sun pro- 
tect the kitchen personnel from radiant heat rays during 
hot weather. 

Hoods should be furred down from the ceiling, the un- 
der surface lined with glazed tile and fitted with con- 
densation gutters to eliminate dripping. 

Artificial ventilation is necessary for the kitchen. Usu- 
ally only an exhaust fan and duct system are required, 
as the fresh air will come in from windows or surrounding 
corridors. 

All the rooms of the culinary department including the 
main kitchen may be ventilated, mechanically, by one sys- 
tem operated by a single fan. 

By maintaining a slight vacuum in the kitchens there 
is no danger of odors of cooking spreading to other parts 
of the hospital. The usual arrangement is to place hoods 
over cooking equipment and to exhaust the vaporous 
odors through them. 

A more sanitary arrangement consists in providing in- 
dividual vents from the cooking equipment. These extend 
down through the floor and connect to a vent duct which 
exhausts to the air by gravity. Most of the vapors con- 
dense in the main vent duct and the condensation is 
drained to the grease trap. Smoke flues may be carried 
down through the floor. This arrangement eliminates all 
hoods over apparatus which are difficult to keep clean. 

Artificial lighting should be ample, as the kitchen re- 
quires good illumination. Fixtures should be of the 
closed type installed close to the ceiling and fitted with 
opal glass that may be easily cleaned and that eliminates 
glare. Fixtures should be so located as to light tables, 
sinks and machines without annoying shadows. Vapor- 
proof receptacles and lamps should be placed under hoods 
to give direct light over ranges and other cooking 
apparatus. 


Single Room Unit for Kitchen 


The single room unit for the kitchen in which the ma- 
jority of activities are merged is not desirable, as it 
produces noise and tends to confusion. 

Separate rooms should be furnished for vegetables, 
preparation of meat, poultry and fish, bakery, ice-cream 
making, dish washing, scullery, and for cold and dry 
storage. 

You are all familiar with the fixed or stationary equip- 
ment of the average hospital kitchen, so that I shall 
confine myself to the consideration of certain features 
of their construction and installation, for kitchen equip- 
ment is constantly being improved and new features are 
being developed each year. 

Flat-top ranges are an economy whether coal, gas or 
electricity is used as fuel, because the flat top makes it 
possible to use all the heat and is also a saving of space. 
Separate ovens are an advantage over the oven in the 
lower part of the range and much more oven space is 
available. 

Electric ovens are particularly in favor and the results 
in roasting and in baking are very satisfactory. 

In choosing fuel one must not only consider the initial 
price but also the cost of labor and of material involved 
in handling it, its effect on the food being cooked, and the 
influence upon those using it. 

Gas and electricity are ideal fuels both in their effect 
on food and in economy of use. The saving in labor 
of handling coal, removing ashes, replacing warped tops 
or burned out fire boxes, as well as the improved working 
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conditions and cleanliness in the entire kitchen, possesses 
a definite value to any institution. 

Steam kettles, steam cookers and steam roasters should 
be arranged together, so as to obviate multiplication of 
pipes. 

Steam and water service pipes to kettles and cookers 
should not be hung on the wall but be supported on iron 
standards with sufficient space to allow a workman to 
pass behind them when repairs are necessary. All steam 
pipes should be flanged and not screwed at the joint—a 
decided advantage in the event of leakage. 

Hot and cold water supply may be furnished each kettle 
by means of a common pipe which enters through the 
vent or by combination swinging spout for hot and cold 
water between each pair of kettles. 


Vent Risers to Prevent Condensation 


Vent risers made of galvanized iron or composition 
metal should enter the vent stack at an angle from above, 
to prevent condensation flowing into a kettle. 

Trunyon or tilting steam kettles, although fitted with 
cumbersome gears, are advantageous for ease of re- 
moving contents as cooked cereals or for cleansing pur- 
poses. 

The objection to the spigot type is the difficulty of 
cleaning the outlet. This, in a measure, may be overcome 
by providing a screw at the outlet level large enough to 
admit a brush for cleaning. 

Wooden tables are rapidly disappearing from hospital 
kitchens and are being replaced by metal ones. The manu- 
facture of metal kitchen equipment such as tables, cabi- 
nets, sinks has undergone great changes in recent years, 
because of the use of electro arc-welding instead of 
riveting. 

This method of manufacture creates a strong, rigid 
article without rivets and free from joints. 

A composition metal, which does not rust, is popular, 
although high cost prevents its general adoption. A new 
type of metal that does not rust, tarnish or strain, has 
recently been used in the manufacture of kitchen tables. 
It is very hard, so that a much lighter gauge may be 
used and it costs about half that of composition metal. 
Care must be exercised in preventing steel from rusting, 
for this reason a fine grade known as furniture steel 
should be used in kitchen equipment. 

Table tops now have edges turned down and corners 
rounded. Legs should be capped with cast iron porcelain 
shoes; sliding doors should be hung on ball-bearing run- 
ners; operating valves should be placed outside cabinets 
within easy reach and marked for identification by colored 
flanges, that is, white on steam supply, green on cold 
water, yellow on waste line, etc. 

Metal cabinets, if properly made, are more easily kept 
clean than wood and are vermin-proof. If improperly 
constructed they are noisy and drawers and doors are 
apt to warp. Metal cabinets may be built-in to fit any 
space. Shelves in the cupboard are adjustable and tilting 
bins may be fitted in the lower compartments. 

Sinks should be made of metal with integral drain 
boards and splash backs and be fitted with standing waste, 
removable strainer and auxiliary live steam jet with a 
special type of muffler. 

Wall plumbing fixtures should have splash back built-in, 
to make a tight joint with tile, thereby eliminating 4 
harboring and breeding place for roaches and other 
vermin. 

The occurrence of corrosion in kitchen waste lines has 
recently attracted attention among architects, some of 
whom now specify ferro-silicon, chemical-proof, drain-pipe 
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Consultation 





LTHOUGH our work is limited to the 
actual raising of funds, our success 
flows from a wider knowledge, embracing 
some fiindamentals of hospital design and 
operation which are not always fully under- 
stood by trustees. We are frequently faced 
by the same problems of general policy 
which sometimes prove difficult to trustees. 
Our experience with such problems often 
enables us to give information, advice and 
suggestions of material value. 















































Consultation with trustees by con- 
ference or correspondence is of 
course confidential and without 
obligation. 



























Sow | 
as you expect 
.. toReap 4 





WILL, FoLtsoM AND SMITH 
Directors of Campaigns for Hospitals Exclusively 


Five Hundred and Twelve Fifth Avenue 
New York 


Copyright, 1926, Will, Folsom and Smith 
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and fittings. According to a preliminary investigation 
made by M. W. Smith and submitted to the research com- 
mittee of the American Society of Sanitary Engineers 
this condition is probably due to electrolytic corrosion 
from use of grease solvents composed of caustic soda con- 
taining metallic aluminum. All waste lines from kitchen 
plumbing fixtures should empty into a central grease trap 
located in the basement where it can be conveniently 
cleaned by the plumber. 

An excellent grease interceptor which completely sepa- 
rates grease from waste waters, regardless of water tem- 
perature, and automatically evacuates the sediment is now 
on the market. 


Economy Through Labor-Saving Devices 


Labor saving devices are being increasingly used, for 
they not only tonserve labor but promote a marked saving 
of food supplies, as is easily demonstrated with the meat 
or bread slicer. 

Vegetable peelers, meat choppers and slicers, bread 
slicers, butter cutters, egg and salad slicers, fruit ex- 
tractors, egg cookers and electric toasters are becoming 
increasingly helpful in the operation of the kitchen. 

Few mechanical labor saving appliances serve the 
kitchen better than the universally used electric mixing 
machine that beats eggs, emulsifies salad dressings, whips 
creams, mashes potatoes, mixes dough and pastry, crushes 
fruits and vegetables and sieves soups and purees. 

As the most frequent object of criticism of hospital ad- 
ministration by the public is food service may I, in con- 
clusion, again urge that the importance of the culinary 
department be not overlooked, and that the planning and 
equipment be given as much sympathetic consideration 
and careful study as any department of the hospital. 

If this be done, the improved standard of food service 
to the patient will more than compensate for the effort. 





REDUCING THE HOSPITAL DAYS OF THE 
DIABETIC 


As in most conditions, prompt and energetic hospitaliza- 
tion of diabetes results in earlier return to normal and a 
much lessened total economic loss to the patient. The 
duration of the hospital stay can also be reduced to a 
minimum by using a standardized form of regulation. The 
haphazard curtailment of diet, indefinite orders to the 
dietitian and like methods, cause needless waste of time. 
Many clinics do not waste even three to four days for the 
preliminary desurgarization of the patient. The method 
described below has reduced unnecessary trials and tests 
to a minimum and the results obtained are the same as 
with the older methods. In other words, we want to find 
out how much sugar the patient can metabolize unaided, 
and we want him to leave the hospital on a diet which 
will maintain his weight and energy and keep his urine 
sugar-free. 

There is one class of diabetics to which this form of 
treatment is not applicable; the obese, middle-aged, mild, 
diabetic, which is simply a case of chronic overfeeding. 
Moderate restrictions of the diet is all that is needed in 
these cases, special attention being paid to foods of high 
caloric value. 

Immediately upon the diagnosis of diabetes mellitus, the 
patient is sent to the hospital. The optimal diet is es- 


timated. By “optimal diet” is meant the amount of food 
required to maintain his weight and energy while doing 
approximately the amount of work to which he is daily 
exposed. For this reason, a diabetic should not be kept 
in bed. He should be allowed to walk so that conditions 





THE MODERN HOSPITAL 





Vol. XX VII, No. 5 


will be similar to his home environment. In suitable 
cases, a metabolism test should be done accurately to 
estimate the basal caloric needs. To this is added 30 per 
cent for a patient leading a sedentary life and 60-80 per 
cent to one engaged in active exertions.—H. N. Cooper, 
M.D., New York State Journal of Medicine. 





WHAT COOPERATION IS EXPECTED 
OF THE DIETITIAN? 


The hospital superintendent knows that the dietary de 
partment of today is much too important a matter to 
be dabbled into by a mixture of departments. The dieti- 
tian can no longer serve type diets—the same articles of 
meat, potatoes, vegetables, pudding and beverages to each 
patient—as in the days when the head nurse had charge 
of food distribution. The patient is an individual and 
although it may be due to his own fault that he is sick 
and in the hospital it is our business to help him back 
onto his feet. The dietitian realizes that the hospital ex- 
ists for the patient. Incidentally it is a training school 
tor nurses, interns and dietitians but first and foremost 
of all it is established or endowed by the commonwealth 
or the community for the purpose of rehabilitation and 
that process is an individual matter and must be so treated. 

So we have seen very briefly the changing character of 
our large hospitals from places where responsibility was 
divided, where there was much friction, and where the 
main thought was to go through the day’s work and keep 
the place clean, to a place where “unit responsibility” is 
the foundation, the departments are in the charge of 
alert, happy people, all given a chance to do a piece of 
creative work and every one is working for the best com- 
fort of the people for whom the hospitals are really 
organized—the patients.——Dietary Administration and 
Therapy. 





COOKING BY ELECTRICITY SAVES TIME 
AND MONEY 


An interesting demonstration of the efficiency of elec- 
tric cooking is afforded by the complete electric kitchen 
installed at the Latter Day Saints’ Hospital, Salt Lake 
City, Utah. 

The more significant parts of the equipment, consist of 
a two-deck electric bake oven with a capacity of 1,500 
loaves of bread every eight hours and seventy-two pies at 
a baking; a three-section roasting oven with a capacity 
for roasting 300 pounds of meat at one time; a smaller 
oven with seventy pounds capacity; two large heavy duty 
ranges, each with four burners, 8”x20”; an _ electric 
toaster capable of turning out 400 slices of toast an 
hour. In addition there are two ice cream freezers; hot 
plates on all floors of the hospital; electric dishwashers, 
meat choppers, potato peelers; electric refrigeration and 
smaller appliances. 

For cooking at this hospital only electric appliances are 
from 1,000 to 1,200 meals a day, but as many as 1,600 
used, their flexibility and dependability having been 
proved. The equipment was installed to take care of 
meals that are served without overtaxing the equipment 
or calling for additional personnel in the kitchen. 





A pamphlet entitled “A Study of the Nutritive Value 
of Gelatin,” by Thomas B. Downey, senior industrial fel- 
low, Mellon Institute of Industrial Research, University 
of Pittsburgh, has been reprinted from the Journal of 
Metabolic Research, by the Mellon Institute. The reprint 
contains a number of experimental findings that are of 
interest to dietitians and pediatricians. 
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The Hygeia breast- 
nipple resembles the 
mother’s breast, is non- 
collapsible, and is easily 
turned inside out, for 
thorough cleaning. 


A soer~ 





This rubber cover is 
used to “cork” the 
Hygeia food-cell until 
feeding time. 


Hygeia 
THE SAFE NURSING BOTTLE 


HYGEIA NURSING BOTTLE COMPANY, INC., BUFFALO, N. 


THE MODERN HOSPITAL 139 





WITH ORDINARY PENCIL.... 


RIGHT ON THE GLASS 


This saves time and trouble, and 
gives a much better writing surface 


DHESIVE tape as a writing 

surface for nursing-bottle labels 
is clumsy, unsatisfactory, out-of- 
date. 


With this new Hospital Hygeia 
Bottle, you write the baby’s name 
or formula number directly on the 
frosted panel in the glass. When 
the food-cell is washed, the writing 
comes right off. 


The wide mouth of the Hygeia 
food-cell makes it as easy to clean 
as an ordinary drinking glass. No 
cleaning brush or filling funnel is 
required. 


Supplied free to hospitals 

We will furnish to any hospital in 
the United States as many of these 
new four-ounce Hygeia Nursers as 
it requires. 

The sole condition we make is that 

such nursers will be for the hos- 
pital’s own use, and not for re-dis- 
tribution. 
The term “nurser” as used here, 
means the complete outfit; food-cell 
with rubber cover for “corking,” 
and breast-nipple. 

Use the coupon below—or write 


| 
| 
| Address ... 
! 
y. |_ 


Hygeia Nursing Bottle Co., Inc., 

1206 Main St., Buffalo, N. Y. 
Please send us, for use within this 
hospital, not for re-distribution........ | 

dozen of the new hospital size Hygeia 

nursers with etched panel. These are to | 

be delivered at our door without charge 

or obligation of any kind 
| 


Name of Hospital 16 deeuebences : 


Cay . er .. State 


Signed by _ ieenes seedeues’s | 
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HOsPITAL EQUIPMENT AND OPERATION 


With Special Reference to Laundry, Kitchen and 
Housekeepin}, Problems 


Conducted by C. W. MUNGER, M.D., Director, 
Grasslands Hospital, Valhalla, N. Y. 
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DECREASE MAINTENANCE COSTS BY REGULAR 
INSPECTION OF EQUIPMENT 


imize the work of maintenance, defer repairs and 

renewals as long as possible, and look upon any but 
straight operation work as a necessary evil. This policy 
proves costly in both time and money. 

A new plant will generally give a fair degree of efficient 
service, with a minimum of maintenance costs, for three 
or four years. Unless maintenance—the work and ex- 
pense involved in keeping a plant in first-class operating 
condition—is carried forward systematically from the 
start, deferred charges will accumulate and simultaneous 
repair and renewal expense will result. This invariably 
impairs service and increases maintenance costs. 

Maintenance in some plants is accomplished as a distinct 
function apart from all normal routine. Because this 
usually necessitates an abundance of assistance and some- 
times interferes with the customary operation of the plant, 
the work of maintenance is more often a part of routine 
work. 

One of the prime essentials of proper maintenance is 
periodic inspections, the frequency of which varies with 
the type of apparatus, the use to which it is put, and the 
degree of service exacted from it. In order that inspec- 
tion may be properly scheduled, power plant equipment 
should be divided into groups according to the frequency 
of its need for inspection. Such a division will be found 
in the following tentative schedules: 


[J itmiso the wort of many hospital engineers min- 


Daily Inspection 
Steam Traps—Examine for leaks and also see that 
trap is not blowing through. Be sure that trap is clear 
of mud, lime and soda ash. 
Stoker Engines—Look for loose, defective or slipping 
bolts. Inspect governor. Examine for proper lubrication. 


Clean out drains from crank sump and engine base. Wipe 
off engine. 
Water Softener—Look over chemical pump. See that 


chemical lines are clear. Inspect float control on heaters. 

Softener Heaters—Clean trays; inspect condition of 
angle irons; see that outlet is clear of chemical. 

Automatic Stop and Check Valves—Pack if necessary; 
oil moving parts and operate manually to see that valve 
is free. 

Monthly Inspection 

CO, Machines—Check with the hand Orsat; blow out 
gas line and clean instrument. 

Stack Temperature—Check with pyrometer and adjust 
if necessary. 


Steam Flowmeters—Check on zero and maximum points; 
check on intermediate points with integrator. 

Boiler Feed Pump—tTake off top halves of turbine and 
pump. and inspect. 

Oil Filters—Change filter cloths and clean gage glasses. 

Safety Valves—Test by raising pressure on boilers; ad- 
just if necessary. 


Semi-Annual Inspection 


Coal Conveyor—Inspect for tension and defective wheels 
or buckets. 

Coal Hoppers—Inspect for corrosion. 

Stack—Remove soot from base. 


Annual Inspection 


Air examine 
nozzles. 

Oil Switches—Remove oil tank; inspect contacts; 
oil, renew if necessary; test control. 

Water Filters—Remove sand and wash thoroughly; in- 
spect stay bolts and general internal condition of filtering 
tank. 

Lightning Arrestors—Inspect and recharge. 

This table, is of course, only a suggestion and is not 
offered as being complete. It will, however, provide a 
basis on which to work in the development of a schedule 
covering an individual plant. 

The value of following out any set schedule for inspec- 
tion will be largely lost, however, unless records are kept 
of the findings of the condition of each machine, the re- 
pairs or renewals made, and other pertinent data made 
available at each inspection period. This record keeping 
can best be accomplished on printed forms, which will 
vary with the type of apparatus and volume of work in- 
volved in periodic inspections. 

These forms, which can best be printed on 5”x7” cards, 
will supply the engineer with all the pertinent data 
regarding various pieces of equipment and, through the 
“Remarks” space provided on the back of each card, will 
give complete information regarding the condition of the 
equipment. A card of this kind for every piece of hos- 
pital equipment from laundry tumblers to sterilizers, 
should be in the hands of the engineer who should keep 
them up to date. 

Because the boiler room is the heart of the mechanical 
side of every hospital, and because the boiler is the major 
piece of equipment in every hospital power plant, the in- 
spection routine and procedure given below is designed 


Washers—Inspect screens and bafflings; 


filter 
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You can save 
your nurses’ time 
and energy 


AS FOR COOKING in the diet kitchens 

is a great labor saver. It gives instantane- 
ous heat and permits easy and rapid prepara- 
tion of broths and other foods. 


Pyrofax Gas Service provides gas for the diet 

kitchens, and in addition for the main kitchen, 

¥ the laundry and the laboratory. It brings a city 

convenience to the hospital that is not near a 
city gas main. 


Pyrofax gas resembles natural gas and is 
shipped to the hospital in steel cylinders. It is 
non-toxic and burns with a clean, hot flame 
free from soot or odor. It can be used on any 
standard gas appliance—ranges, hot plates, 
Bunsen burners, and laundry ironers. 


The Pyrofax installation consists of a sub- 
stantial enameled steel cabinet which houses 
the cylinders and fittings. It is placed on the 
outside of the building and the gas is piped 
from it through ordinary gas pipe to the stoves, 
burners and other appliances. It is listed as 
standard by the National Board of Fire Under- 


writers. 
Any further details will be promptly fur- 


nished on request. May we not send you our 
circular and booklet describing Pyrofax? 




















CARBIDE AND CARBON 
CHEMICALS CORPORATION 


Carbide and Carbon Building 
30 East 42d Street, New York 





TRADE MARK 




















For complete index of advertisements refer to the Classified Directory 
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REAL ESTATE 
LOANS 


TO THE BORROWER: 


Statistics covering building construction 
throughout the United States in the last 
few years show conclusively _ that 
CHURCHES, SCHOOLS, CONVENTS, 
HOSPITALS, and all classes of buildings 
intended for religious purposes, continue 
to keep abreast of the times in the erec- 
tion of new buildings. 

Recognizing a sound, economic law, 
those in charge of religious houses are fi- 
nancing the construction of these build- 
ings or refunding existing indebtedness 
by a first mortgage loan extending over a 
period of years. In this manner the bene- 
fits and responsibilities are shared by the 
present and future generation and the 
burden is not found irksome by either. 


For more than twenty-six years the 
Mercantile Trust Company of St. Louis, 
Missouri, has made a specialty of financ- 
ing churches and religious institutions, 
not only in its home city but in practically 
every section of the United States. Mil- 
lions of dollars furnished by it have made 
possible the erection of scores of institu- 
tional buildings throughout the land. 
Through these years of experience in han- 
dling loans of this character we are in a 
position to give valuable advice and as- 
sistance in such transactions. 


Correspondence and interviews invited. 


TO TEE INVESTOR: 


Operating on a very extensive scale, 
with a broad field from which to select 
our loans, we are enabled to offer at all 
times, to investors, not only the maxi- 
mum of service but a class of securities 
that measure up to the highest standard 
of safety and desirability. 

Complete detail circulars of issues we 
now offer mailed on request. Purchases 
of notes made by non-residents filled with 
the same dispatch as locally. Delivery 
made at our own risk. Reservations may 
be made for immediate delivery or deliv- 
ery within thirty days. 


Address all inquiries or orders for Real Estate Notes to 
REAL ESTATE LOAN DEPARTMENT 








* Capital é Surplus 
Ten Million Dollaw 


Sirtem Fy : 
EIGHTH AND LOCUST A. ( -TO ST. CHARLES 


SAINT LOUIS 
Capital and Surplus Ten Million Dollars 
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to cover that piece of equipment. The procedure is adapted 
from the recommendations of the American Society of 
Mechanical Engineers. 

After the preparation of the boiler, which should in- 
clude the sweeping down and thorough cleaning of the 
walls, baffles, tubes and shell, removal of the water from 
the blow-off-valve, and the opening of the manholes to 
allow for circulation of air, the internal inspection should 
proceed as follows: 

The plant inspector, usually the engineer, shall enter 
the drums of the boiler to make personal examination of 
conditions, first making sure that they have been properly 
ventilated and that there is no inflammable gas present, if 
oil has been used to coat the boiler as the water level was 
lowered. 

Before entering the shell or drum the inspector shall 
see that the blow-off valve, the main steam valve, feed 
water valves and other valves are closed and locked and 
that the keys are in his possession, or that some other 
reliable method of safeguarding persons inside the boiler 
is used. 

Careful examination of the interior of the boiler shall 
be made for pitting, corrosion, scale and thin places in 
shell. The upper half of drums in the steam space shall 
be examined particularly for signs of grease and oil. 

The interior of the tubes shall be examined for scale 
and deposits and the space between the tubes, in case of 
return-tubular boiler, made visible by lowering a candle 
or small light between them for the purpose of making 
sure that there is no restriction of the circulation. 

The location of the feed discharge and condition of the 
trough under it shall be noted. Dry pipes shall be ex- 
amined to see that their openings and perforations are 
free from deposits. All interior fittings shall be examined 
for loose connections. 

The interior face of the riveted joints shall be examined 
for condition of riveting, thinness of metal, corrosion or 
cracks. The inspector shall note any wasting away and 
eracking of stays and braces. Particular note shall be 
made of any welded stays or braces. 

The fusible plug, if used, shall be examined, the top 
scraped to expose the condition of the metal and the plug 
renewed in case it has seen a year of service. The sur- 
face of the boiler about the plug shall also be scraped. 

The inspector shall go into the furnace for the examina- 
tion of the exterior of the tubes, shell, brickwork and 
baffles. 

He shall examine the setting for cracks, settlement and 
leaky rivets, loose rivets, rivets out of alignment, cor- 
rosion, wasting away of plates, cracks and other defects. 

The inspector shall scrape the shell and tap it thor- 
oughly with hammer to detect thin places. He shall check 
thickness of plates with steel-scale measurement. He 
shall examine joints and sheets over the fire, particularly 
for possible cracks. 


Brickwork Should Be Inspected 


He shall examine the setting of cracks, settlement and 
loose brick which may lean against the boiler. Where 
brickwork is used as insulation steel it shall be examined 
to see that it is in good condition and that the air space, 
if any, is maintained. The furnace lining shall be ex- 
amined for spalling, cracking and settlement. In vertical 
boilers, bridge walls shall be inspected to see that the 
mud drum is properly protected. He shall examine baffle 
and check walls, particularly for holes which may permit 
flaming through. 

The blow-off connection should be examined carefully for 
corrosion and weakness where it connects with the boiler. 
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Unexcelled for 
every interior 


painting job.. 


this famous paint in Gloss, 
Semi-Gloss and Flat — white 


or easil'y tinted 


Hews all the advantages 
of paint and none of 
the disadvantages of enamel, 
Barreled Sunlight has become 
the standard for lasting cleanli- 
ness and economy in fine interior 
painting. Its finish is smooth 
as satin, washable as tile, and 
extremely durable. 


« ba] « 


Handsome as the finest enamel 
it replaces, Barreied Sunlight 
costs less. 

It is so opaque that one coat 


inne 


~~ By simply mixing colors in oil 
 \,, with Barreled Sunlight white, 
m the painter on the job can 
easily obtain any desired 
\shade. In quantities of 5 
gallons or over we tint 
to order at the factory, 
without extra charge. 
For tinting small quan- 
tities our dealers carry 
handy tubes of Barreled 
Sunlight TintingColors. 
















Barreled 


will finish a job requiring two 
coats of ordinary enamel. 

When used in the pure white, 
Barreled Sunlight resists for 
years the yellowing tendency 
common to so many white 
paints and enamels—an ad- 
vantage due to the exclusive 
Rice Process of manufacture. 

Today you can also get this 
popular product in a Semi- 
Gloss finish and a Flat finish as 
well as the full Gloss. And since 
Barreled Sunlight is easy to 
tint, it can now be used on 
every interior painting job. 

Sold in 55- and 30-gallon 
churn-equipped steel drums, 
and in cans from 1% pint to 5 
gallons. Where more than one 
coat is required, use Barreled 
Sunlight Undercoat first. 

Use coupon to obtain illus- 
trated booklet, “Interiors of 
Lasting Whiteness,’’ and panel 
painted with Barreled Sunlight. 


U.S. GUTTA PERCHA PAINT CO. 
Factory and Main Offices 
30 Dudley Street Providence, R. I. 


New York—350 Madison Avenue 
Chicago—659 Washington Blvd. 
San Francisco—156 Eddy Street 


Distributors in all principal cities 


Sunlight 


Pat. Off. 








Barreled Sunlight Gloss 











For laundries, kitchens, washrooms—wherever spot- 
less cleanliness and maximum light are essential— 
Barreled Sunlight Gloss is favored. Can’t hold dirt 


embedded—and washes like tile 


Barreled Sunlight Semi-Gloss 





For cafeterias, corridors, and other places where 
a full Gloss is not required, Barreled Sunlight Semi 
Gloss gives adequate light and lasting, cheerful good 


looks 


Barreled Sunlight Flat 





For rooms where the flat finish effect is sometimes 
desired, nothing is more suitable than Barreled 
Sunlight Flat. Extremely handsome—and washable, 
too, though naturally less durable than the Gloss or 


Semi-Gloss 

















U. S. GUTTA PERCHA PAINT CO., 
30 Dudley Street, Providence, R. I. 


Please send me your booklet “Interiors of Lasting 
Whiteness,” and a panel painted with Barreled Sunlight. 


I am interested in the finish checked here 


Gloss ( ) Semi-Gloss ( ) Flat ( 
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The Cleveland Laboratory of The Ohio Chemical & Mfg. Co., where 
the contents of each filled cylinder of Ethylene is tested for traces of 
carbon monoxid before shipment. 


ETHYLENE 


The quick induction, greater re 
laxation, rapid recovery and 
absence of nausea has made 
Ethylene the choice of many sur- 
geons and anesthetists. 


Lennox Ethylene is standard in 
quality and has been approved 
by the Council of Pharmacy and 
Chemistry of the A. M. A. It is 
subjected to a double refinement 
and each cylinder is individually 
tested. it. 


NITROUS OxID ETHER CARBON DIOXID 
ETHYLENE OXYGEN Co.-ETHER 
ETHYL CHLORIDE ETHER-QUIN-OIL 
Co.-—OXYGEN MIXTURES 


The Pioneers & Specialists in Anesthetics 


THE OHIO CHEMICAL & MFG. CO. 
CLEVELAND, 0. 


NEW YORK BOSTON CINCINNATI 
CHICAGO ST. PAUL ST. LOUIS MINNEAPOLIS 
DETROIT DALLAS BIRMINGHAM 





THE OHIO CHEMICAL & MFG. CO., 
1177 MARQUETTE ST., CLEVELAND, O. 

Please send me the following articles without charge or 

obligation : 

() The Administration of Ethylene Oxygen, 
by J. S. Lundy, M.D. 

(0 Ethylene and Oxygen Anesthesia in General Surgery, 
by D. Guthrie, M.D 

0 The Potential Dangers Attendant on Ethylene-Oxygen 
Anesthesia, by A. B. Luckardt, M.D. 


O Ethylene Anesthesia in Genito-Urinary Surgery, 
by Drs. A. B. Luckhardt and H. L. Kretschmer. 


ee SE ino chakee cn dvdwews se anesthesia. 
NN) ii ee eee eee hhh eed Anekees ed eeadscaee ae 
il ee ea ee Cae eee Le eG sedan ete eee one ine 
EEG ie eh wa died hk © Wee «ak wie are ae wee ee eee 
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The protecting cover of brick or tile should be intact and 
should not interfere in any way with the expansion of 
the boiler or pipe. 

Particular attention shall be given the tube ends and 
tube sheets in the case of horizontal return-tubular boilers, 
and to any possible corrosion of the sheets, signs of leak- 
ing tubes, excessive thinning of the tubes from repeated 
rollings and cracks in the tube ends. 

External inspection shall be made according to the fol- 
lowing procedure: 

Examine the boiler for level, noting whether or not 
there has been any tendency to settlement, especially the 
level of the top tubes in horizontal return tubular boilers. 
See that proper provision is made for expansion. 

Examiration shall then be made of the feed connection 
to see that it is clear and in good working condition. 

Examine for evidences of corrosion on exterior of shell 
from rain coming down stack or leaking roofs, valves 
and pipes. 

See if there is any leakage of flame on dry sheets, par- 
ticularly at the back arch of return-tubular boilers, which 
should be entirely clear of rear tube sheet with sheet metal 
or asbestos rope covering gap. Tie rods and buck stays 
shall be examined for possible shifting from place. 

A careful examination shall be made of the safety valve, 
its connection to the boiler, its escape pipe, its drip and 
supports. 

Test the safety valve by hand except in cases where 
there is no steam pressure on the boiler and see that the 
drain pipe from the drip in the escape pipe is unobstructed. 

The water-glass, gage cocks, water column connections 
and blow-offs shall be tested to see if the connections are 
free. Boiler pressure gages and master gages shall be 
checked with other reliable gages in the same system. 


Examination of Main Header 


An examination of the condition of the main header and 
its connections to boiler shall be made to ascertain that 
it is properly supported, that due allowance is made for 
expansion without throwing strains on the boiler, that the 
non-return stop valves are in good working condition and 
so placed that there is no pocket in the connection to 
hold water. 

The inspector shall note the position of the steam gauge 
and gauge cocks and ascertain that the pipes leading to 
the water column and water-glass are level, and, by level- 
ing across the top row of tubes or from the position of the 
fusible plug, check the position of the water-glass. 

Check pipe line and all exterior supports, to see that the 
proper tension and alignment is maintained. Where boiler 
foundations are independent of building foundations, joints 
on the steam and feed connections shall be disconnected 
once a year, or other reliable means shall be employed to 
check possible settlements. 

All of the data made available through such inspections 
should be carefully recorded on a printed form designed 
for that purpose, then filed for reference when successive 
inspections are made. 

Only by regular and systematic inspection can main- 
tenance costs be kept at a minimum. Hospital engineers 
are wont to consider emergency repairs and “trouble shoot- 
ing” as “maintenance work.” In this they are in error 
and the result is a more rapid rate of depreciation and 
higher repair costs. Emergency repairs will always be 
needed. There will never come a time when the hospital 
engineer will not have occasion to “shoot trouble.” But 
systematically scheduled, and properly carried out inspec- 
tion will minimize the emergency work as nothing else will. 
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CRESCENT 
REVOLVING 
WASH 


The Revolving Wash—an exclusive 
~4, 4. fl Crescent feature,—is conceded by mech- 
Ss Ww 
a i 
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| anical engineers to be the most efficient 
wash action known. There is no substi- 
tute for its speed, efficiency and econo- 

















my in modern dishwashing. 











Three Hospitals 


Buy Thirty-five “New Crescents 


HE RIVERSIDE HOSPITAL, New York, 

has just installed 8 model “K” Crescent Dish- 

washers in Ward Kitchens. Cook County 
Hospital, Chicago, will use 12, and the U.S. Veterans’ 
Hospital, Minnehaha, Minnesota has 15 of 
the same model. 


This smallest of the Seven New Crescents, 
(shown in the photograph on this page) is specially 
designed for Ward Kitchens and Diet Kitchens. 
It measures only two feet square, yet it washes, 
STERILIZES and dries at the rate of 1500 dishes per 


CRESCENT Automatic) | DISHWASHERS 


hour, in one simple, NOISELESS operation, —easy 
enough for an inexperienced girl to do, and agreeable 
enough for anyone! 


Other Crescents are designed to meet any dish- 
washing requirement up to 18,000 dishes per hour, 
giving fast, noiseless sanitation of all tableware with 
utmost economy in wages, dishes, floor-space and 
upkeep. Installation is very simple and inexpensive. 
Monel, Copper, or Galvanized Iron construction. 
Write for details and latest illustrated booklets. 
Crescent Washing Machine Co., New Rochelle, N.Y. 
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y | NEW TYPE OF DIRECT CONTROL LIGHT FOR 


Pots and pans. | OPERATING ROOMS 


An interesting exhibit at the recent meeting of the 
American Hospital Association consisted of several models 


Yes, —silverware and of a new type of direct control ight units. 


Everyone will agree that the extreme need of concen- 


cem en tf floo Ys also f trated light to the field of operation has been given little 
bd thought. Lighting arrangements of various types, some 

claiming elimination of all shadows, have been placed on 
| the market but there has not been a system constructed 

HE only real way to find | complete and efficient for concentrated light, without harsh 





out what OAKITE shadows. 
cleaning can do for you is The unit for major operations consists in a single con- 
to try it out. trol handle that converges, diverges and focuses eight 
| sources of light to a single patch, eighteen inches in diam- 


A superintendent did this | eter. This unique feature makes possible a cool, con- 
and now is a well-pleased centrated and amply large area of light to cover the 
entire field of operation, also permitting the heads and 
OAKITE user. hands of the surgeons and assistants to operate freely 


He called in one of our serv- 
ice men and had him demon- 
strate OAKITE, first on 
pots and pans; then on 
aluminum kettles; next, sil- 
verware. And that was not 
all. Dishes were washed the 
OAKITE way; a cement 
floor was cleaned; also, 
floors and benches in the op- 
erating room. 


Everywhere, on every 
job, OAKITE cleaning 
gave perfect satisfaction 
—better, in fact, than 
any material formerly 
used. 


This experience is typical of 
many others we could men- 
tion. Write for our booklet 
“Oakite Cleaning in Institu- 
tions.” Free for the asking. 





Oakite Service Men, cleaning specialists, are located at 


Simeny, Allentown, Pa.; *Atlanta, Ga.; Baltimore, *Boston, Bridgeport, 
*Brooklyn, Buffalo, Camden, Charlotte, N. C.; *Chicago, *Cincinnati, 
*Cleveland, *Columbus, O.; *Dallas, *Davenport, *Dayton, *Denver, 
*Des Moines, *Detroit, Erie, Flint, Mich. ; *Grand Rapids, Harrisburg. 
Hartford, “ppalang olis, Jacksonville, Fla.; *Kansas City, *Los Angeles, 
Louisville, Ky ilwaukee, *Minneapolis, *Montreal, Newark, New- 
burgh, N. Y 4 ™- Haven, *New York, *Oakland, Cal.; Philadel hia, 
*Pittsburgh, Portland, Me; *Portland, Ore.; Providence, Reading, 
*Rochester, Rockford, "Rock sland, *San Francisco, *Seattle, *St. Louis, 
| Sorinetend, Ill.; Syracuse, *Toledo, *Toronto, *Tulsa, Okla.; Utica, 
ancouver, B. C.; Williamsport, Pa; : Worcester. 


*Stocks of Oakite materials are carried in these cities 


OAKITE 


= PARK REG U.S. PAT. OFF. 


Industrial Cleaning Cl. Materials ana Methods 
BY OAKITE PRODUCTS, INC. 
Ton os CHEMICAL mancracruned THAMES ST., NEW YORK,N.-Y. 








Unit for major operations. 
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T is often said of a sheet that “‘it has the 
same weight and count as Pequot”. 
This statement is a tribute to the Pequot 
construction and careful weaving, but it is 
by no means evidence that the sheets so 
described are “‘just as good” or have the 
genuine Pequot quality. 


The “count” of Pequots (that is, the 
number of threads to the square inch) is 
the result of years of experimentation. 
Pequots are not too tightly woven for 
efficient, thorough laundering—nor are 
they too loosely woven for greatest strength. 











Reason No. 3 for Standardizing on Pequots 


sf WEAVING 





| 
7 

Pequot count and weight are widely 
imitated. But the precise adjustment of 
the most modern looms, the years of ex- 
perience, the ripe skill and the exacting 
inspection behind the Pequot weave and 
the Pequot reputation have never been 
successfully copied. 

You can depend on Pequot sheets. Their 
quality will remain fixed—always the best. 

Made by the Naumkeag Steam Cotton 
Company, Salem, Mass. Parker, Wilder 
& Co., New York and Boston, Selling 
Agents. 


STANDARDIZE ON 
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HENRICI 





Boston City Hospital 
buys another Henrici 


They now use nine Henrici Washers. 
And the Boston City is only one of 
many leading hospitals which have 
standardized on this finest of all-metal 
washers. 


Henricis turn out the highest quality 
of work. They do three times as much 
work as wooden washers. They save a 
third or more of the cost of labor, 
power, water, soap, and supplies. Their 
rugged construction reduces replace- 
ments to a minimum. 


This amazing performance and econ- 
omy makes Henrici Washers ideal for 
your hospital, whether you require a 
“pony” washer or a whole battery of 
“450” type machines. 


May we send you more information? 


HENRICI LAUNDRY MACHINERY CO., Boston 26, Mass. 


HENRICI WASHERS 


SPEEDY — ECONOMICAL~DURABLE 
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without crowding their heads, while looking into the field 
of operation. The eight beams of light coming from dif- 
ferent directions and focused to a single patch eliminate 
the pronounced shadows and allows ample light to illumi- 
nate cavities to any depth. With eight sources of light, 
each independent of the other as far as bulbs are con- 
cerned, there is no danger of being without illumination. 
If one bulb should burn out the remainder are functioning. 

In addition to the concentrated illumination, the unit 
contains the desirable feature of general illumination for 
the operating room. There are four 40-watt bulbs, placed 
in the center of the instrument, which distribute light over 
the operating room itself, dispensing with the necessity 
of additional fixtures. 

The unit is suspended from the ceiling at a sufficient 





distance to permit the single control handle to be readily 
accessible for focusing the rays of light and yet the entire 
unit is high enough above the surgeon’s head to insure 
coolness. This is a distinct advantage since most lighting 
fixtures are suspended quite low to cast light on the field 
of operation and the heat given off from these fixtures 
has been a source of annoyance and complaint by most 
surgeons. 

By means of the single control handle the entire unit 
may be tilted to correspond to the position or angle of 
the operating table. The unit is movable on a ball and 
socket joint and will stay fixed in any desired position. 
The lower part of the control handle is easily removed 
for sterilization and readily replaced without the attention 
of an attendant approaching the unsterilized field. 

Another unique feature contained in the unit is eight 
daylight filters which are easily inserted and give a re- 
produced daylight for color discrimination, especially in 
pathologic areas. 
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Greeley City Hospital 
Greeley City, Colorado 
Architect: 
W.N. . man Company 
mber: 
J. D. Potter Plumbing & Heating Co. 
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Hudson River State Hospital 
Poughkeepsie, New York 








Mercy Hospital 
Janesville, Wisconsin 
Architect: 
Backus & Pfaller 


Plumber: 
H, E. Hathorne 
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St. Lawrence Hospital 
Lansing, Michigan 
Architect: 

S. D. Butterworth 


Plumber: 
Wheeler-Blaney Company 





Washington County Memorial 
Hospital 
Bartlesville, Oklahoma 
Architect: 

Walton Everman 
Plumber: 

Sell-Orr Heating Company 
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istiiinn Lutheran Deaconess 
Hospital and Institute 
Minneapolis, Minnesota 
Architect: 
Alban & Fischer 
Plumber: 
Shaw & Co. 
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Where Financial Savings 
in Hospital Plumbing 


Are Really Made 


oe IS SELDOM that a hospital can effect true 
savings in the original price of plumbing. Any 
such apparent savings almost always return many 
times over in the form of high upkeep, repair, 
wear ce sewed costs resulting from design and manufacture 
cheapened to a price. 

Clow Plumbing has always been designed and built prima- 
rily to handle its important job of guarding the health of 
those it serves. 

As extra assurance of quality, workmanship and operation, 
such careful checks as complete ‘‘set-up’’ tests before ship- 
ment are made. 

A very natural by-product of this thoroughness is the un- 
usual modesty of Clow costs after even ten and fifteen years 
of service. 


A visit to a Clow installation 
that has been in use for a peri- 
od of time, and a brief inquiry 
into its repair, upkeep, and 
replacement costs will illus- 
trate this point. 


In addition to standard hos- 
pital plumbing Clow has 
designed and built a complete 
line of fixtures for use in hy- 
dro-therapeutic treatments. 





JAMES B. CLOW & SONS 
201-299 North Talman Avenue 


CHICAGO 


Sales offices in principal cities 








FOR EXACTING PLUMBING SINCE 1878 












Have You a Coffee Policy? 


HERE are two ways to buy Coffee. 
One way is “not so good”; the other 
way is “all to the good.” 


1. The “Hit-and-Miss” By this plan you 
Way—Not Good Policy buy one blend one 

month, another 
blend next month, and so on. You thus use 
a succession of different coffees, each of which 
may be good. But, the result is irregularity— 
a lack of uniformity—and therein lies the 
hidden cause of many a complaint. People 
become accustomed to a certain coffee; they 
like it, and they do not take kindly to a change 
—even to another good coffee. 


2. Standardization— By first fiinding a 
This is Good Policy satisfactory blend 


—one that you 
and others like, one that you can obtain with 
dependable uniformity—and then making it 
YOUR blend, you standardize and avoid all 
the unpleasant features of hit-and-miss buy- 
ing. In this way you get the same fine cof- 
fee month after month. There is no variation 
in flavor, and your patients are kept satisfied 
—and their steady satisfaction becomes a real 
asset to you, the buyer. 


“Colden Blend” is a Golden Blend has 
Standardized Coffee become “Our Cof- 

fee” to so many 
hospitals that we have grown to regard it as 
our leading standardization blend. It pleases 
in quality and price. Its superb flavor has 
won approval, and its unvarying uniformity 
assures its steady use by many hospital buyers. 
To many such customers we make regular 
shipments of Golden Blend every week or 
every month, suiting the interval to the buyer’s 
preference. 





The custom of buying regularly a standardized 
blend is what we term a good “Coffee Policy”. 
You will find real satisfaction in such a policy, 
with Golden Blend or other good coffee as 
your standard. 
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Note the contrast between the 








The specialists’ units, also exhibited, consist in a smaller 
device suspended from the ceiling or on a floor stand. The 
same principle or single control for focusing is embodied 
in the design. Three beams of light are superimposed to 
a single patch six inches in diameter. This is recom- 
mended for specialists in eye, ear, nose and throat, gyne- 
cology, obstetrics, some minor surgery and in all dental 
work. 

The principle is the same as in the operating unit. The 
three beams of light coming from different directions pre- 
vent the surgeon’s head, hands or instruments from block- 
ing light on the field of work. These models are also 
contained in the daylight filters mentioned above. 

All in all it would seem that these lighting units are 
to be considered a practical system, overcoming the faults 
found in most lighting fixtures. 





AN IMPROVED OPERATING GOWN 
By Arthur E. Benjamin, M.D., 
Minneapolis, Minn. 

It has probably occurred to many surgeons that a con- 
venient and suitable operating gown with sterile back 
would be safer and more desirable than the gown ordi- 
narily worn. 

The operator, assistant or nurse may unconsciously con- 
taminate sterile drapes or dressings in the operating room, { 
when wearing the usual gown with unsterile back. 

This improved gown has two mid-line glove fasteners 
back of the neck and shoulders. An extra flap is folded 
from the center back and is tied to loops on the right 
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PYREX hospital ware not only 
makes the food look more attrac- 
tive, more appetizing— but serves 
to keep it hot while the serving 
tray is being carried from the diet 
kitchen to the patient 






CUSTARDS- -and many other 
healthful delicacies—can be baked 
in these useful PYREX individual 


cups 





“DIETITIANS can appreciate 

best the greater healthfulness of 

foods baked more evenly and thor- 
oughly in PYREX ovenware 















4 i} Py =e 

4 2 : i 4 
*“PYREX nursing bottles will not 
crack or break in sterilizing. They 
are made in the universally approved 


8-0z. size—available in wide mouth 
or narrow neck styles 
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‘Better service to patients— 
greater efficiency mn 
the kitchen 


° YREX ovenware is particu- 

larly adapted to hospital use— 
both from the standpoint of health, 
and from that of efficiency. 

Tests in the country’s greatest 
cooking school proved beyond any 
doubt that foods actually bake 
better in PYREX ware. 

But greater convenience in serv- 

ing, greater efficiency in the diet 
kitchen also result when PYREX 
Dishes are used. 
FIRST: PYREX ovenware per- 
mits baking and serving in the 
same dish—a significant saving in 
time and effort when many and 
varied diets must be prepared. It is 
made in sizes small enough for in- 
dividual service—and makes the 
food look more appetizing and 
attractive. 


SECOND: PYREX ovenware re- 
tains the oven heat—preventing 
too sudden cooling, an important 
point when food must be carried to 
wards or buildings at some distance 
from the diet kitchen. 


THIRD: PYREX ware is easy to 
keep sparkling, clean and sani- 
tary. The smooth walls, rounded 
angles, and carefully tested designs 
of PYREX dishes permit them to 
be placed in the dishwashing ma- 
chine and cleaned with other dishes. 


FOURTH: PYREX ovenware is 
guaranteed against breakage from 
oven heat. 

Hospital authorities are asked to 
write for full information concern- 
ing PYREX equipment to meet 
their requirements. 


CORNING GLASS WORKS 
tH CORNING, NEW YORK 


eT. M. Reg. U.S. Pat. Off. 








For complete index of edvertisements refer to the Classified Directory 
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A fine prescription that 
“patients” like to 
take 


a 





TT 





KELLOGG’S ALL-BRAN not only 
relieves constipation— it prevents 
it. Eaten regularly, it insures natu- 
ral, healthful elimination. 


Physicians and nurses are com- 
ing more and more to prescribing 
ALL-BRAN in the diet. They | 
know they can rely upon Kellogg’s | 
because it is 100 per cent bran. | 
Because it provides the ‘‘roughage’”’ 
so necessary to correct faulty elim- 
ination—in a quantity no part-bran 
product can possibly offer. 


ALL-BRAN is cooked and krum- 
bled by a special process. Its nut- 
like flavor is a real treat. Delicious 
as a breakfast cereal. There are 
any number of appetizing ways to 
serve it. Two tablespoons of ALL- 
BRAN a day is a prescription pa- 
tients—young or old—like to take! 


Sold by all grocers. Served ev- 
erywhere. Made by Kellogg in 


Battle Creek, Michigan. 



















What U.S. P. is to 
drugs, ALL-BRAN 
is to bran foods. 


(RELIEVES CONSTIPATION 


ALLBRAN 











Send to the Kellogg Company, 











py TO EAT Pcttle Creek, Mich., for recipes 
sya 2 host and health pamphlets. 
HA Kblegy 
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the original ALL-BRAN 


—ready-to-eat 





THE MODERN HOSPITAL 





Vol. XXVII, No. 5 


shoulder and the waist before the gown is sterilized. 

When the gown is put on, the unsterile nurse fastens 
the two rear buttons. The sterile nurse then unties the 
tapes on the right shoulder and waist, covers the un- 
sterile center of the back with the flap and fastens the 
tapes to loops on the left shoulder and waist. 

The accompanying photograph illustrates the advan- 
tages of the improved gown. To the left is shown the 
ordinary gown with unsterile back; to the right is the 
improved gown having all outside surfaces sterile. 





STAINLESS STEEL CUTLERY THAT HAS 
MANY USES 


A new tool made of stainless steel called a cake turner, 
which will be found to be extremely useful in the kitchen, 
has recently been placed on the market by a large Ameri- 
can cutlery manufacturing concern. 

The tool, which is here illustrated, consists of a stain- 
less steel blade, six inches long and two and one-half 
inches wide, ground flexible toward the end, set in a three- 
coated, black enameled handle, four and one-half inches 
long, equipped with a steel ferrule. The blade is pinned 
into place, and cannot twist or work loose. 

This cake turner serves many purposes. It can be used 
for frying potatoes, fish, pancakes or similar foods; for 











scraping pans, and for serving portions. Various other 
uses will suggest themselves when the turner is in the 
kitchen ready for use. 

As the cake turner is made from the best grade of stain- 
less steel, properly tempered and ground, it will not rust, 
corrode, or become stained from foods, and it requires no 
scouring to keep it clean. 

Cook’s knives with blades six, eight and ten inches in 
length, also made from stainless steel, with handles of 
cocobolo or ebony, held in place with large head telescop- 
ing brass rivets, have also been recently made available. 
The advantages of these knives are obvious in the hos- 
pital kitchen. 

When purchasing cutlery made from stainless steel, 
care should be taken to purchase knives made only by 
tempering and grounding to produce articles that will give 
manufacturers having the highest reputation for quality. 
Stainless steel requires considerably more skill in working, 
satisfactory cutting quality and service. 





CONSIDERING PRICE AND FORGETTING 
VALUE 


Directly following the World War the government found 
that it had on hand surplus stocks of nearly every descrip- 
tion, many of these being equipment and supplies of some 
value to hospitals. Means at that time were devised 
whereby these articles were disposed of at a reduction in 
price, but in such a manner as not to upset normal com- 
merce. Price reductions were made because it was recog- 
nized that much of this material was produced during an 
emergency with more attention given to speed than to 
exact standards of quality, because much of the surplus 
was rapidly becoming out-of-date and because business 





ner, 
then, 
1eri- 


ain- 
half 
ree- 
shes 
ned 


sed 
for 


ler 








November, 1926 


THE MODERN HOSPITAL 





153 


What talk it starts among patients! 


Do their comments 
create prestige 
for your hospital? 


a 


What hosts of friends vis- 
iting hours bring to call 
upon your convalescent pa- 


tients — and to talk with 
them! The doctor, the 
nurses, the service — all 


these are sure to be dis- 
cussed; but always one of 
the most important sub- 
jects is food. 

Back in their own homes, 
hospital experiences are 
told and re-told and again 
the same topic comes up — 
the sort of meals which 
were served. 

If these reports of the food 
glow with praise, the insti- 
tution gains prestige each 
iime the story is told. 
There are few things 
which can do so much to 
create good-will. 
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Many hospitals 
are taking advan- 


tage of this op- 


portunity, are 

gaining an enviable repu- 
tation for good meals by 
serving Libby’s 100 Foods 
in wide variety. Managers 
have found that the most 
exacting patients welcome 
and remember dishes made 
with these foods — they 
taste so exceptionally 
good. 







Each of Libby’s 
F® 100 Foods is 
packed in one of 
Libby’s 49 model 
kitchens, right where it is 
produced. Its fresh, nat- 
ural flavor is kept at its 
best. The many good 
things which Libby’s 100 
Foods includes is shown in 
the partial list below. Your 
jobber can supply you. 
Libby, MCNeill & Libby 
1911 Welfare Blidg., Chicago 








These Libby Foods of finest flavor are 
packed in special sizes for 
Institutions 
Hawaiian Pineapple Santa Clara Prunes in Syrup Bouillon Cubes 
California Asparagus Loganberries Beef Extract 
California Fruits Red Raspberries Chili Sauce 
Spinach Tomato Puree Catchup 
Kraut Pork and Beans Salmon 
Jams Olives Boneless Chicken 
Jellies Pickles Evaporated Milk 
Blackberries Mustard Mince Meat 








For complete index of advertisements refer to the Classified Directory 
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STANDS GUARD 
WHERE THE DANGER LIES! 


For every vital spot and important area 
on the materials and structures of Indus- 
try, there is an “R.L.W.” technical paint 
or waterproofing compound, an impreg- 
nable armour to strengthen weaknesses, 
defy decay, prolong efficiency and cut 
to the minimum repairs and overhead. 


Consult Sweet’s Catalogue for Specifications 
TOCH BROTHERS 
Established 1848 


Technical Waterproofing 
Paints S225 Compounds 


443 FOURTH AVENUE «- NEW YORK 
Wetiaa al 
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A Rubber Sheet 


That Cannot Wrinkle! 


Regardless of the position the bed is made up in 
H The NORINKLE RUBBER SHEET will not Wrinkle! 


Imagine the comfort a poor painracked, suffering 
body gets by not being continually moved to 
straighten out creases and lumps that form in the 
rubber sheet. 


No bedsores, sore backs, or sides when a patient lies 
on a NO-RINKLE RUBBER SHEET. 


Make your Patients Comfortable. 
They are durable, economical and humane. 


INVESTIGATE NOW! 
Henry L. Kaufman & Co. 


MANUFACTURERS 


301 Congress St. Boston, Mass. 
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conditions in 1920 and 1921 were not good and available 
cash was scarce. 

It is a far cry back to those days and there is scarcely 
an article of equipment used by hospitals that has not 
been refined and improved and made more economical for 
hospital use. Most superintendents realize this and pur- 
chase their equipment accordingly. 

Buying surplus government stocks today at any price 
is incurring a needless risk and may prove to be a misuse 
of the hospital’s funds. Years ago a shrewd old hardware 
manufacturer of St. Louis devised this slogan: “The 
memory of quality remains long after the price is for- 
gotten,” and its truth today is as impeccable as when 
it was first printed. Modern equipment purchased from 
reputable makers will prove to be the best economy, no 
matter what price inducements are held out by those who 
do not expect a second and a third order. 





AN ENLARGED WASHING MACHINE 


A manufacturer of washing machines has recently 
placed on the market a much enlarged standard machine 
that will wash up 625 pounds of work per load. The 
large machine requires only slightly more power than an 





ordinary washer and uses less power than a battery of 
smaller washers with the same capacity. 

One of the advantages of the machine is its great 
capacity as compared with the floor space occupied. The 
wash room using this machine may be only half the size 
of the room using small capacity washers. The machine 
has been designed with the smallest possible clearance be- 
tween the cylinder and shell, so that it effects a great 
saving in water, steam, soap, soda and other supplies. 





HEAT CONTROLLED AUTOMATIC IRON WITH 
ACCURATE THERMOSTAT 


A new heat controlled automatic electric iron has re- 
cently been placed on the market. The iron has an ac- 
curate thermostat especially designed and constructed to 
maintain a constant, even ironing temperature. The 
thermostat is so governed by the temperature at the sole 
plate that when the iron rests on its heel the temperature 
is maintained within ten degrees. 

The thermostat, element and terminal prongs are all 
assembled as an integral unit. The sole and pressure 
plate are cast in metal; the cover, heel rest and guard 
are eighteen gauge cold rolled steel. It is highly nickeled 
with ebony finished wooden handle that remains cool. It 
also has a convenient heel rest and a tapered point. The 
iron weighs six pounds, has a capacity of 660 watts, 110 
volts and is to be used only with alternating current. 
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Only a cloth-to-metal contact can 
‘Seal’ windows from drafts 








Tests made by a prominent firm 
of New York Architects show 
that during a 15 mile wind the air 
infiltration through a window not 
weatherstripped amount to .75 
cubic feet of air, per minute for 
each lineal foot of perimeter. 

These same tests established 
the fact that with ordinary metal 
weatherstrip the air leakage 
amounts to .29 cubic feet; while 
with cloth- lined metal weather- 
strip the leakage was reduced 
to .08 cubic feet. 

This shows the great necessity 
of weatherstrip and further shows 
the greater efficiencyof cloth-lined 
weatherstrip such as the Athey. 


( Patented ) 


Cloth-Lined 
Metal Weatherstrip 





is the only cloth-lined 
metal weatherstrip made 


The patented Athey Cloth-Lined 
Metal Weatherstrip has advantages 
enjoyed by no other weatherstrip. For 
the cloth-to-metal contact effectually 
‘‘seals’’ the windows against drafts 
and dust—yet is sufficiently pliable to 
prevent the sash from sticking. 


Also: The efficiency of Athey Cloth-Lined 
Metal Weatherstrip is not dependent upon 
the fit of the sash. For even though the win- 
dows are loose, the cloth-to-metal contact is 
sufficiently pliable to compensate for any looseness, providiny a per- 
fect “seal” and also preventing windows from rattling. 


For Wood or Metal Sash 


Athey Cloth-Lined Metal Weatherstrip is made for either wood 
or metal sash. Some time ago one of the leading makers of metal 
sash, after making exhaustive tests of all types of weatherstrips, 
sent the following bulletin to their representatives: 

“Athey Weatherstrip is the best we have seen for this purpose 
and can be readily applied after sash is erected or glazed. It 
can be used for pivoted, projected or casement windows.” 

















Mhey Company 


oman I 
Mhey Jwiltichs Sweets 6091 West 65th Street - Chicago, Illinois 








Perennial Window Shades Disappearing Partition 
Skvlight Shades Cloth-Lined Metal Weatherstrips 270 Seigneurs St., Montreal, Que. 


In Canada: CRESSWELL-McINTOSH, Reg’d 
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TRADE MARK 
Reg. U.S. Pat. Off. 


“Tf Winter Comes’”’ 


There is no “if” about it. 


Winter will come all right. 


In fact, predictions are for a 
humdinger with all the old- 
fashioned trimmings. 


Extremes of temperature, 
damp cold outside, excessive 
dry heat inside, spell Rheuma- 
tism, Lumbago, Sciatica and 
the like. 


Rheumatism, Lumbago, Scia- 
tica and the like spell the need 
of ATOPHAN. 


For over fifteen years nothing 
has been more synonymous 
with the relief of painful in- 
flammatory conditions of 
muscles and joints. 


With Winter in the offing, 
a line from you will bring 
information and compli- 
mentary trial package of 
ATOPHAN and its com- 
pound preparations. 


SCHERING & GLATZ, Inc. 


BLOOMFIELD, N. J. 
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A WARD LINEN CARRIER 


By John M. Smith, M.D., Director, Hahnemann Hospital, 
Philadelphia 


It is usually difficult rapidly to distribute clean linens 
and blankets to ward beds and to collect the soiled articles 
when the wards are straightened every morning. The 
Hahnemann Hospital, Philadelphia, has greatly simpli- 
fied these procedures by the use of the linen carrier 
illustrated here. 

This carrier, which is a modification of the chamber- 
maid truck used in many hotels, and which carries a 
make-up for twenty beds, is sent by the ward supervisor 
to the linen room each day together with a requisition 








for linens and blankets needed during the coming twenty- 
four hours. It is there loaded and sent back to the ward. 
Instead of the nurses or maids unloading it and placing 
the clean articles on a linen closet shelf, it remains as 
received until the time for making the beds, when it is 
run into the ward and the clean linens and blankets are 
taken directly from it as each bed is made. The soiled 
articles are placed in the bags at each end of the truck. 
After the ward is made up the bags are emptied into 
the clothes chute or into a soiled linen truck, or they may 
be sent direct to the laundry. 

This new method has been thoroughly tried over a period 
of six months and has proved to be a great time and step 
saver for the nurses. 





ALUMINUM PAINT FOR KITCHEN 


The kitchens of a German hospital are coated with 
aluminum paint because it has been found that this 
causes less moisture and is easier to keep clean. The 
dirt and dust does not work into the paint but settles 
lightly so that it can be dusted off without marring the 
surface. 
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Nursery NAME 
NECKLACE 


Baby Identification, 
GOP 290Q, 
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®) Protect Those 
od Intangible Ones, Too? 


You insure your buildings against fire; your valuables against 
theft; and your institutions against liability; you take out life in- 
surance to protect your family; and accident insurance to protect 
your income. Certainly, you believe in protection. You use it for 
your tangible values. 


How about the intangible valuables of your institution and S 
your administration? Do you safeguard them in every possible 
way? How about your obstetrical nursery, where positive modern 
infant identification will protect the 
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May we send you illustrations, descriptions, prices 
and terms of the Nursery Name Necklace—the baby 
identification that is swre. Remember no one ever 
lost by seeking knowledge and many have gained 


J. A. DEKNATEL & SON, INC. 
222nd STREET 
QUEENS VILLAGE (L. I.), NEW YORK 
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Variety for your menus 


—in these delicious, 
nourishing dishes 





SHEPHERD'S PIE 


Fill a pie pan half full of any cooked sliced meat, cover 
with brown gravy or tomato sauce well seasoned 
and put over all a crust of cooked Cream of Wheat. 
Sprinkle with grated cheese or spread with a little 
butter and brown in hot oven. 


i ry ry 


DELICIOUS PRUNE PUDDING 


2 cups cooked Cream of Wheat 2 eggs 

M% cup chopped prunes 2 cups milk 

1 cup sugar 1 tablespoon vanilla 
Mix Cream of Wheat, milk, beaten egg yolks, sugar, 
oe and vanilla. Beat egg whites until stiff and 
old lightly into mixture. Pour into a buttered bak- 
ing dish and bake twenty-five minutes in a slow oven. 
Serve hot with soft custard. 


ry A y 
TOMATO EN CASSEROLE 


2 cape Geshly cooked Cream }2 small green pepper 
of 


) heat chopped fine) 
1% cup canned tomatoes 1 cup cracker crumbs 
1 tablespoon butter salt 


Pour one cup Cream of Wheat into a buttered bak- 
ing dish. Put half of tomatoes over this, sprinkled 
with half of chopped pepper, salt, half of cracker 
crumbs, and dot with one half of butter. Repeat 
using remaining ingredients. Bake forty-five min- 
utes in a moderate oven. 














These dishes, made with good old Cream of Wheat 
lend the very newness you want in your menus. 
They are easy to make, economical and so delicious! 


Of course you know the qualities for which 
physicians recommend Cream of Wheat specially 
for invalids, infants and children— 
itsrich content of carbohydrate nour- 
ishment and its easy digestibility. 


@eam e 





Give your patients these food val- 
ues in a variety of tempting ways. 
Our recipe book, *‘50 Ways of Serv- 
ing Cream of Wheat’’ will give 
you welcome new suggestions. Send 
for it—it’s free. 


FOR 30 YEARS A STANDARD FOOD ON 
PHYSICIANS’ DIET LISTS 


Cream *Wheat 


Cream of Wheat Company, Minneapolis, Minnesota 
In Canada, made by Cream of Wheat Company, Winnipeg 


© 1926, C. of W. Cx 
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THE HUMAN BODY AND ITS FUNCTIONS 


| By MARIE CARMICHAEL STOPES, D.Sc., London; 
Ph.D., Munich; Fellow of University College, London; 
Fellow of Royal Society of Literature; President, Society 
for Conservation, Birth Control and Racial Progress, 
London.* 
Dr. Stopes’ treatise on’ the human body, as the dedica- 
| tion states, is for all who are passing from childhood to 
| youth and the older folk who missed this knowledge when 
they were young. Guided by the dedication, the reader 
cannot but feel that for the children the doctor does present 
the intricate mechanism of the human body and a few of 
| “the facts which every boy and every girl should know” in 
simple language devoid of vague, scientific terms. 

The work is indeed admirable, in that it dares to go 
beyond the conventional safety limits of the average chil- 
dren’s textbook on this subject, but even so, it leaves the 
normal, curious youth unsatisfied at its abrupt ending al- 
most before certain subjects are adequately introduced. 

Doubtless the last two chapters are meant for the “older 
folk,” since they deal with the bodily unit and the com- 
munity, delving into those more complex social relation- 

| ships and the subtleties of the interplay of the endocrines. 

As is expected, Dr. Stopes seizes her opportunity to 
moralize, although somewhat unobtrusively, with respect 
to the danger of alcohol and the poppy plant drugs when 
used without proper understanding and without the guid- 
ance of that which is even higher than our intellect, 
“moral quality.”—M. A. B. 





A TEXT BOOK OF NURSING TECHNIQUE 


By IRENE V. KELLY, R.N., Assistant Director of School 
of Nursing, St. John’s Hospital, Cleveland,’ 


The general plan of Miss Kelly’s book follows the pre- 
scribed lines of the standard curriculum. The organization 


| of the book is excellent, the subject matter well arranged 


and it seems to be well designed to meet the needs of 
schools, instructors, students and graduates who desire 4 
well defined outline of the technique of nursing procedures. 

Nursing theory and practice are correlated. Each les- 
son covers its subject satisfactorily and includes a plan 
for demonstrating the nursing methods advocated, while 
a series of questions following each division of the subject 
should prove to be valuable to the student, in review, quiz, 
or class work. 

More illustrations might have been used and would have 
made the book more interesting and helpful. 

For the student who assimilates knowledge slowly, this 
text book should be most helpful. 
and methods presented have largely been based on such 
well recognized authorities as Harmer, Pope, and Saunders. 
The simplicity, method, arrangement, and sincerity with 





G. P. Putnam’s Sons, London, 1926. 
1. W. B. Saunders Company, Philadelphia and London. 


The subject, material, 
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Only a picture can tell 


There are pathological conditions encoun- 
tered daily which bafHe description—at least 
adequate scientific description. But why bother? 
A photograph is so simply made, so quickly 
available, so incomparably accurate that written 
records need only consist of clinical data. 

Clinical pictures with the Eastman Clinical 
Camera Outfit are inexpensive and easy to 
make. Ask an Eastman Demonstrator to tell 
you more about photography in clinics. 


Eastman Kodak Company 


Medical Division Rochester, N. Y. 
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Do Your Patients 
Really Come FIRST ? 


Of course, they do, and that’s why every progressive 
hospital superintendent will lose no time in getting com- 
plete information about the remarkable little “table of 
one hundred and one uses’’ that was a 


HIT AT THE 
A. H. A. CONVENTION 


Here are just a few hospitals, picked at random, that 
ordered the Farrington table after seeing it at Atlantic 











City: 


Christ Hospital, 
Cincinnati, Ohio 
Grace Hospital, 
ew Haven, Conn. 
Mercy Hospital, 
Hamilton, Ohio 
St. John’s Hospital, 
St. John’s, N. B. 
Johns Hopkins Hospital, 
Baltimore 
White Cross Hospital, 
Columbus, Ohio 
Milwaukee Hospital, 
Milwaukee, Wis. 


New Jersey Village for Epi- 
leptics, Skillman. 
Presbyterian Hospital , 
Philadelphia 
Presbyterian Hospital, 
New York 
Deaconess Hospital, 
Louisville 
St. Luke's Hospital, 
Boise, Idaho 
Jewish Hospital, 
St. Louis 
New York Nursery and Child’s 
Hospital, New York 


For reading, writing and for all types of occupational therapy 
for bed patients, the Farrington table can not be excelled. 


This tableis just being offered to the hospital field. Try one 
and see why itis receiving such an enthusiastic welcome. 


These prices include delivery to any address in the United 


States: 


Style 1 Natural Wood Finish............ $6.50 


Style 2 Walnut Finish 
Style 3 Mahogany Finish 


os 
Style 4 White Enamel (Hospital Finish) ... 8.50 
Style 5 Genuine Walnut................. 9.50 
Style 6 Genuine Mahogany.............. 9.50 


The Farrington Company 


21 WEST ELM STREET 


CHICAGO 
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which the most important subject of all—nursing values— 
has been dealt with by Miss Kelly, make the book one of 
interest and value to the nursing profession. 





A GUIDE FOR DIABETICS 


By WALTER R. CAMPBELL, University of Toronto, and 

— T. PORTER, Toronto General Hospital, Toronto, 

nt. 

“A Guide for Diabetics” was originally prepared by 
Dr. Campbell and Miss Porter for use with their patients 
in Toronto General Hospital. It was published as “Notes 
for Diabetics” by the University of Toronto Press and 
proved to be such a practical and valuable aid to physi- 
cians and dietitians as well as to patients that an edition 
has been published in the United States. 

The entire volume might be considered an elaboration 
of the first statement in the preface: “Successful treat- 
ment of diabetes mellitus is dependent upon the coopera- 
tion of the patient and his physician.” Careful pains- 
taking instruction such as is given in this book would 
seem to insure conscientious effort on the part of the 
patient and unflagging interest on the part of the physi- 
cian and dietitian. 

Material commonly found in books of instruction for 
diabetics, such as food principles, weighing, measuring, 
and preparation of food, menus, body weight, use of in- 
sulin, urinalysis, blood sugar and recipes is discussed 
here, perhaps a little more completely than in the majority 
of such books. In addition to these are chapters on points 
having an important bearing on the treatment of the dis- 
ease, which have not previously been included in general 
instructions, such as warning in regard to the special 
danger of infections, the more than usual care necessary 
in observance of matters pertaining to hygiene, suggestions 
for meeting difficulties in the diet when traveling, recog- 
nizing the need for vegetables ali the year, directions for 
home canning vegetables and fruit without sugar, and a 
catalogue of supply houses and firms through which the 
patient may obtain any or all of the required supplies. 

As an aid in avoiding monotony in the menu, tables of 
equivalents have been arranged using food materials con- 
taining approximately the same food value. Reference 
is made to these substitutions in the recipes and menus. 

Alternate pages are left blank for notes, thereby en- 
abling the patient to keep all of his memoranda in a con- 
venient form.—L. G. G. 





OPIUM, THE DEMON FLOWER 


By SARA GRAHAM-MULHALL, formerly First Deputy 
Commissioner, Department of Narcotic Drug Control of 
New York State.’ 


The treatment of the theme of drug addiction in the 
United States, particularly in New York City, is herewith 
presented by the author. The style is that of a Hearst 
Newspaper woman at her worst and the idea seems to 
terrify rather than to inform. Doubtless much that is 
contained is true but the method of telling the story is not 
such as to warrant its reading. That drug addiction is 4 
serious problem is recognized by all, but to use the story 
of the opium vampire, the dens of vice, the vast drug rings 
with their far reaching influences and continually to hint 
that most of the powerful drug addicts are the “men higher 
up” is distinctly harmful to the average reader and be- 
speaks the old style melodrama rather than the solution 
of one of the country’s evils—J. A. M. 


1. The Williams and Wilkins Company, Baltimore, Md., 1926. 
2. Herold Vinal, New York, 1926. 
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Modern hospitals are providing comfort and quiet 
with a remarkable heat-stopping lumber. It allows 
unique decorative effects and adds little or no extra cost 


— importance of bright, pleas- 
ant surroundings in reception 
rooms, wards and private rooms can 
scarcely be over-estimated. They 
produce a feeling of well-being and 
cheer in visitors and patients alike. 
That is why leading architects and 
decorators have long been seeking a 
soft-textured finish to replace harsh, 
glaring walls in hospitals. 

Now, they have found just such a 
material in Celotex Insulating Lum- 
ber. The walls of the convalescents’ 
room shown above show a pleasing 
effect secured with decorated Celo- 
tex. Celotex may be stained, painted, 
stenciled or covered with any suit- 
able fabric. Or it may be left in its 
attractive natural tan finish. 


Resists heat and cold— 
saves fuel 


Celotex is a special lumber made 
from cane fibre. It is made to stop 
heat—to shut out wind and mois- 
ture—to deaden sound. 


Look Ahead! 


Leading medical authorities 
agree that the hospital which 
does not provide its patients 
with the comfort obtained 
by even temperatures and 
freedom from disturbing 
noise will soon be behind 
the times. 


Celotex has now made these 
essentials practical at little | 


or no extra cost. 
—_ y 














Thus it will provide the protection, 
so necessary to your convalescents, 
against draughts, sudden tempera- 
ture changes and noises. 

As sheathing, Celotex replaces wood 
lumber back of brick, stucco or wood 
exteriors. It also takes the place of 
lath oninside wallsand ceilings where 
plaster is applied to its surface. 
The proper use of Celotex keeps out 
heat in summer and cold in winter. It 
strengthens the building, cuts repair 
costs, reduces heating costs about ™%. 
The use of Celotex costs little or 


THE CELOTEX COMPANY, CHICAGO, ILL. 


Mills: New Orleans,La. =  - — — = Lieesoveee ove 
(See telephone books for addresses) 


Canadian Representatives: Alexander Murray & Co., Limited 
Winnipeg 


Branch Sales Offices in many principal cities 


Toronto Halifax 


Montreal 


: The Celot 


Vancouver 
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nothing extra, and is practical in oKd 
and new buildings alike. 

For quieting noise 
Aspecial form of Celotex— Acousti- 
Celotex —is used on corridor ceilings 
to absorb sound. This type of Celo- 
tex isa highly efficient acoustical ma- 
terial as wellas an insulator. It is use- 
fulin quieting noise indeliveryrooms, 
nurseries, elevator lobbies, serving 
kitchens and many other places. 


A free service to hospitals 


The expert engineers of our Acous- 
tical and Service Departments will 
co-operate in working out the proper 
uses of Celotex in your institution. 
Their services are free and will not 
obligate you in any way. 

Also ask your architect, consultant, 
contractor or lumber dealer to tell you 
moreabout Celotex. All lumber deal- 
ers can supply it. Building authori- 
ties advise its use in modern hospitals. 
Mail the coupon for free booklets 
describing its uses and advantages. 
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more information : 
i Celotex- 
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PAN-RAY-ARC 


RICHER THAN JUNE SUNLIGHT, IN 
ULTRA VIOLET 


This carbon are 
lamp also has that 
agreeable warmth 
that is only found 
in the direct rays of 
summer sunlight. 


The Type “E” 
Pan-Ray-Are is de- 
signed for sanatori- 
ums or hospital use, 
where either  indi- 
vidual or group 
treatment is desired. 
It is built with a 
highly polished 
aluminum reflector 
that triples the 
amount of reflected 
light. This is espe- 
cially desirable for 
general light baths. 


ATLAS ELECTRIC DEVICES CO. 
360 W. SUPERIOR ST. 
CHICAGO 














The Wilson Rubber Company 





Manufacturing 


SURGEONS’ GLOVES 


In a complete line of weights and sizes in either 
banded or rolled wrist construction. 
All of known high quality and rendering the most 
economical service. 

Also 


Finger Cots—Examination Cots—Obstetrical Gloves 
—Autopsy Gloves—Drainage Tubing—Dilator Cov- 
ers—Acid and Industrial Gloves—Household Gloves, 
Electricians’ Gloves. 


Selling Through the Jobber 
THE WILSON RUBBER COMPANY 


CANTON, OHIO 
Largest Exclusive Glove Manufacturers in the World 
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General 


The contingent bequest of $6,000,000 left by Dr. Norman 
Bridge to various hospitals and universities will be re- 
leased, by the death of Mrs. M. Manford Bridge. By 
the will of Mrs. Bridge the further sum of $500,000 is 
left to various institutions. 


Arkansas 
The Sisters of Mercy of St. Joseph’s Infirmary, Hot 
Springs, are planning the construction of a new sani- 
tarium and hospital adjacent to the present building, to 
accommodate 250 patients. 


California 

The Beverly Hills Sanitarium and Hospital, Inc., has 
recently purchased the southwest corner of Sunset Boule- 
vard and Cory Street, where it expects to erect a large 
institution, according to the announcement of Dr. Charles 
F. Nelson, president. 

The new hospital at Santa Maria is now open to pa- 
tients. 

The new St. Vincent’s Hospital, under construction at 
Alvarado and Ocean View, Los Angeles, is planned to be 
ready for occupancy by February. 

The Hollywood Clara Barton Memorial Association has 
recently been incorporated. The association marks the 
merger of the Los Angeles Hospital and the Hollywood 
and Clara Barton Hospitals. A large addition to the 
Hollywood Hospital is now being erected. 

Drs. Warner and Dolan, Livermore, are planning the 
erection of a new hospital to replace the Livermore em- 
ergency hospital. 

Plans for the construction of a hospital, to cost ap- 
proximately $25,000,000, on a hundred-acre site between 
Compton and Long Beach, have been announced by the 
Medical Research Institute of Los Angeles. 

The construction of a new eight-story Queen of Angels’ 
Hospital, Los Angeles, is now completed, according to a 
recent announcement, and will be ready for occupancy in 
December. 

Work is to start soon on the four-story St. Francis 
Hospital, Santa Barbara, to replace the building damaged 
by the earthquake last year. 


Florida 
The Orange General Hospital, Orlando, plans an addi- 
tion of forty-five private rooms, which will give the hos- 
pital a capacity of 150 beds. 


Georgia 

Dr. E. L. Connally, Atlanta, has given $5,000 to the 
building fund of the new unit of the Georgia Baptist Hos- 
pital, Atlanta, in honor of his wife, Mrs. Mary Brown 
Connally. 

Dr. Ralph H. McFadden has leased the Pryor Hospital 
to the Chester Sanitarium for a period of ten years, the 
transfer having taken place October 1. 
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In addition to securing the money, the publicity has put the Hospital on 
the map. It has been Amsterdam’s greatest campaign and everybody is 
immensely pleased with it. 
in our city. 


This is your second highly successful campaign 


Sincerely yours, 
P. DATER SHAUL 
Campaign Chairman. 


ROBERT G. HANKIN 
President, Board of Trustees. 


(Signed) 
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: “at AMSTERDAM CITY HOSPITAL “ | 
at Ai Amsterdam, N. Y. b 
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he : A Gentleman: ey 
4 qi The campaign conducted by Mr. A. C. Olson of your Firm, assisted by iN 
; ; Mr. Karl A. Adams, has been an inspiration to our city. 
” fi We despaired of getting $50,000 when Mr. Olson first met with us. We 
; ; asked for $102,000. The campaign closed today with $125,632 subscribed, 
e N 4 and more money still to come. This was given by the amazing number of 
\- . Ai 12,398 subscribers. 
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; A including organization, publicity of all kinds and the handling of our meet- 
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j We will gladly send a representative to confer on your financial problems without obligation : 
or cost to you. Our Quarterly Bulletin “Financing Social Progress” gives further details and will $ 

be sent upon request. ; , 
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| WARD, WELLS, DRESHMAN & GATES 


Philanthropic Organization and Finance 
475 FIFTH AVENUE, NEW YORK 612 WRIGLEY BLDG., CHICAGO 
Originators of the Intensive Method of Fund-Raising 
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Success in 
raising money 
is largely 
determined 

by the degree 
of intelligence 
exercised in 
selecting an 
organization to 
raise it. 


If you would 
be guided by 
ability and 
experience 
send for the 


above booklet. 
It’s free. 


THE HERBERT B. EHLER COMPANY 
Twelve East Forty-First Street 
NEW YORK 
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Illinois 

The Chicago Daily News Sanitarium for tuberculous 
and undernourished babies, maintained for the past forty 
years in Lincoln Park, Chicago, by the Daily News and 
public contributions, will now remain open throughout 
the year. During the summer of 1925 4,054 babies were 
eared for. 

The West End Hospital, Chicago, is building its fourth 
addition as a result of its expansion. The addition con- 
sists of a six-story fireproof building and a three-story 
one of semi-fireproof construction. The improvements 
will cost $215,000 and will increase the capacity of the 
institution to 300 beds. 

A nine-story addition is to be built to the Jackson Park 
Hospital, Chicago. The structure will have a capacity of 
115 beds, giving the hospital a total of 225 beds. The 
building will cost $500,000. The hospital will contain 
a pay clinic where people of moderate means may get 
medical treatment at moderate cost, a clinic for school 
children living in the district, an emergency department 
with twenty-four hour service, an x-ray department and 
a nurses’ training school. 


Indiana 


Contracts for the construction of new units and for the 
making of various improvements at the Marion County 
Tuberculosis Sanitarium, Sunnyside, entailing an ex- 
penditure of $323,358.71, have been awarded by the 
Marion County board of commissioners. 


Kentucky 

Work is to begin soon on a thirty-five bed trachoma hos- 
pital to be known as the Ephraim McDowell Memorial 
Hospital, on the estate of Mrs. Elizabeth Irvine, Rich- 
mond. Funds have been provided by the Kentucky State 
societies and the state board of health. The U. S. Public 
Health Service will provide the medical personnel. 

The Elmwood Sanitarium, Lexington, was opened, Oc- 
tober 1. It is operated by Dr. N. H. Fentress. 


Louisiana 

Plans are being prepared for the three additional build- 
ings to be erected at the Central Louisiana Hospital for 
the Insane, Pineville. The new buildings consist of a 
hospital, an administration building an) a resicent for 
Dr. J. N. Thomas, superintendent. 

About $3,000 was raised for the Charity Hospital, New 
Orleans, at a lawn party recently given. A feature of 
the party was the country store conducted by St. Mar- 
garet’s Daughters. The funds raised will be used for 
general relief work. 

Maryland 


The New Mount Sinai Hospital, Baltimore, was opened 
to the public last month. The new building contains 264 
private beds and room for 113 ward patients, according to 
Mrs. Ada Rosenthal, superintendent. The addition to 
the hospital, formerly called the Hebrew Hospital, cost 
$1,500,000. Besides the new building an additional floor 
has been added to the maternity ward. 

Johns Hopkins Hospital and the University of Mary- 
land Hospital, Baltimore, held a series of cancer clinics 
in Baltimore for one day during the last week of Sep- 
tember. Sessions were held throughout the day at both 
institutions and many physicians from different parts of 
the state attended the clinics. 


Massachusetts 
The new children’s ward of St. Luke’s Hospital, New 
Bedford, make that. hospital capable of caring for 375 
patients, instead of 300 as formerly. The addition cost 
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Ask Johnson Equipped Hospitals 
What Their Opinions Are 


As to the total practicability of Johnson System Of Temperature and Hu- 
midity Control for your hospital—its value, success, results and advisability 
of installation—have us furnish you names of hospitals that are Johnson 
equipped. What they say is what you ought to know: their experiences will 
tell you what you are losing by not having Johnson Temperature Control, as 
well as what you will gain by installing Johnson Temperature Control. Con- 
sider Johnson System Of Temperature And Humidity Control in that direc- 
tion: and have us furnish you hospital references at once. 


JOHNSON SERVICE COMPANY 


Factory & Main Office MILWAUKEE, WIS., U. S. A. 


TWENTY-NINE BRANCHES, UNITED STATES AND CANADA 
AUTOMATIC TEMPERATURE REGULATION SINCE 1885 


OHNSON 





SYSTEM OF TEMPERATURE AND HUMIDITY CONTRO 














Johnson Dual or Two Temperature 
Thermostat: one temperature for occu- 
pied rooms, another temperature for un- 
occupied rooms—day or night. Write 
for details. 


The All Metal System: And Designed, 
Manufactured, Installed Solely and En- 
tirely by Johnson Engineers and Me- 
chanics: Assuring Thoroughly Correct, 
Reliable Results permanently. 
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PATIENT’S GOWN ~ 


QUALITY 


OPERATING GOWN 


We use fifty yards of ma- 
terial to the dozen in the 
making of the operating 
gown shown at the left. This 
insures perfect freedom of 
movement for the operator, 
less strain on the garment, 
and long and _ satisfactory 
wear. 


Gowns are cut long with 
open back and strong tie 
tapes. Have set in long coat 
style sleeves, one pocket, and 
attached belt. Regular sizes 
40 to 48. For extra sizes to 
58 add $2.00 per dozen. 


F316-A—Kenwood Cloth 
Dozen, $20.50; Each, $1.90 


F316-B—Pacific Jean Twill 
Dozen, $19.90; Each, $1.85 


F316-C—Unbleached Pequot 
Sheeting, Dozen, $19.75; 
Each, $1.80 


If Stockinette Cuffs are wanted 
add $1.25 per dozen. 


The bed gown for men or women 
shown at the right is made 40 
inches long and very roomy 
through the body. It has open 
back fastened with tie tapes, long 
set in sleeves, and one pocket. 
It is a very comfortable garment 
and is carefully made from fine 
quality materials. Sizes small, 
medium, and large. 


F110-A—Heavy unbleached muslin, 


EE, Se ree $10.50 
F110-B—Heavy bleached muslin, 
DE . cdiadine ewhaee a ene and $11.50 
F110-C—Pacific Jean Twill, 
 ¢tkekseninenen'h sda kee $14.50 
F110-D—Genuine Indian Head, 
I Sirs achete'e haw &9 0 are Mok aa $15.00 
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$200,000 and the new Bedford Rotary Club donated the 
$25,000 necessary for the equipment. 

The new $500,000 St. Luke’s Hospital, Pittsfield, was 
recently dedicated. 

Michigan 

The board of hospital commissioners of Flint has en- 
gaged architects to furnish complete plans, by December 1, 
for the first unit of a ten-story hospital to be erected at a 
cost of $1,000,000. Bids are to be received during De- 
cember and it is expected that ground will be broken by 
January 1. 

The cornerstone of the new building for St. Mary’s 
Hospital, Saginaw, was recently laid, with a simple but 
impressive ceremony. When the hospital is completed 
the city will have 346 beds, an average of 3.4 beds per 
thousand population. 

The Battle Creek Sanitarium, Battle Creek, has con- 
cluded plans for a new eleven-story structure to be 
erected south of the present sanatorium building. 


Minnesota 

The Children’s Clinic, Minneapolis, which has been lo- 
cated at the Abbott Hospital for the past six years, has 
dissolved partnership and ceases to exist, according to an 
announcement in the current issue of the Journal-Lancet. 

The Mankato Clinic formally opened its new clinic build- 
ing, corner of -Main and Broad streets, Mankato, Sep- 
tember 29. The clinic consists of thirteen physicians and 
surgeons who organized in 1916. 

The Winona General Hospital, Winona, is to be en- 
larged by an addition of three stories, at a cost of 
$100,000. The addition will give forty more beds to the 
hospital. 

Missouri 

As a preliminary step toward the building of a new 
negro hospital in Kansas City, and the improvement of 
the General Hospital, and the Tuberculosis Sanatorium, 
Leeds, Dr. Ernest W. Cavaness, director of public health, 
Kansas City, recently made a two weeks’ inspection tour 
of hospitals in eastern cities to obtain information re- 
garding modern construction and equipment. 

The Deaconess Hospital, St. Louis, has begun a cam- 
paign for raising $700,000 to be used in the erection of a 
new hospital. The new hospital will cost a million dollars 
but funds already on hand make it unnecessary to raise 
more than $700,000. 

Mississippi 

The U. S. Veterans’ Hospital, No. 74, Gulf Port, is to 
be enlarged to accommodate 100 additional patients, it 
is reported. 

New Hampshire 

The Margaret Pillsbury Hospital, Concord, recently an- 
nounced the following memorial gifts: From the family 
of the late Dr. Charles R. Walker, $4,500 for a laboratory; 
from the children of the late John and Ellen Swenson 
$8,000 for an operating room; from Charles F. Conn, 
$1,000 in memory of his father, Dr. Granville P. Conn, 





WILL ROSS, inc. 


457-459 E. WATER ST. 
MILWAUKEE, WIS. 


for a doctors’ rest room; from “A Friend,” $1,500 for a 
private room in the new hospital. Of the $250,000 fund 
which is being raised by public subscription $156,055.50 
has been given to date. 
New Jersey 

An anonymous gift of $100,000, the second large an- 
onymous gift during the past year will clear the indebted- 
ness of the Mountainside Hospital, Montclair. 





Don’t forget to order SANISORB 
“‘The Ideal Absorbent’’ 


New Mexico 
Over 2,000 people thronged the grounds at the opening 
of the new Santa Fe Hospital, Albuquerque, recently. 
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Daily Analyses guard the purity of 
‘Canada Dry”’ 


NFINITE care taken in every step of its 
manufacture makes “Canada Dry” as 
nearly perfect from the sanitary view- 

point as it is possible to’make any food 












product. 





Every bottle used for “Canada Dry” is 
anew one. Before being filled, it is passed 
through a washing and sterilizing machine 
in which it gets three baths of hot caustic 
soda and is thoroughly scrubbed and 
rinsed with sterile water. When the 
empty bottles come from the washer they 
are checked to insure sterility. 








Always look 
for the name 
‘Canada Dry’’ 
on the bottle { oe 
cap to be sure Fm 

of the original || 










All syrup is sterilized by thorough pas- 
teurization under the supervision of expert 
chemists. Samples of the finished product 
are taken daily frori: each bottling machine 
and checked for bacterial and yeast count. 
Every day other bottles from each ma- 
chine are put away for future bacterio- 
logical examination. 










These high standards of purity have 
won for “Canada Dry”’ the hearty endorse- 
ment of physicians. And they account for 
its regular use in hospitals of both this 
country and Canada. You can give this 
fine old ginger ale to your patients with 
perfect assurance, for there is virtually no 
possibility of its containing disease-carry- 
ing qualities. 


‘CANADA DRY” 


Reg. U. S. Pat. Off. 
Does Not Contain Capsicum 


Extract imported from Canada and bottled in the U. S. A. by Canada Dry Ginger Ale, Incorporated, 
25 W. 43rd St., New York. In Canada, J. J. McLaughlin Limited, Toronto. Established 1890. 
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our 
patients too~ 


will welcome this 
NewYork chefs 
BREAKFAST 


suggestion 





Hawaiian Pineapple 
woth French Toast 


It’s a real treat for anyone—this simple dish 
which Marcel of the Cafe Savarin suggests. And 
you know that your patients, just like the patrons 
of hotels and restaurants, weary of the same old 
dishes. Here’s an easily-made economical com- 
bination; the sort which often helps to convert 
indifferent patients into ardent champions of the 
institution. 

And French Toast is just one of the many 
every-day dishes which you can turn into “repu- 
tation-makers” — easily, inexpensively, simply — | 
just by adding Canned Hawaiian Pineapple. 

With Lamb Chops, for example, or Roast 
Meats, Fowl, Omelets, Sweet Potatoes and other 
“main course” meat and vegetable dishes, Ha- 
waii’s “King of Fruits” is simply delicious. 

And, of course, everybody knows how good 
and how convenient it is in salads, ices, sherbets, 
fruit cocktails, pastries and pies. 

Serve this delicately flavored tropical fruit 
often! Let it help you build in an economical man- 
ner that reputation for a distinctive hospital cui- 
sine which is so valuable yet so seldom achieved. 


Association of Hawaiian Pineapple , 
451 Montgomery Street, San Francisco, Calif. 


HAWAIIAN 
PINEAPPLE 










| of name to the Polyclinic. 
| remain the same. 


Vol. XXVITI, No. 5 
New York 


Building and engineering contracts were awarded dur- 
ing the year to the amount of $153,701,200 in the State 
of New York and Northern New Jersey. Included in 
this record ‘was the sum of $7,296,100 or 5 per cent of 
all construction for hospitals and institutions. 

Hospitals in the State of New York have recently re- 


| ceived bequests as follows: The New York Skin and 


Cancer Hospital, New York, $300,000, as a contingent 
bequest from the estate of the late Ralph Holden; St. 
Bartholomew’s Hospital, New York; $10,000, by the will 
of the late Mrs. Mary de Silver Lord; the Jewish Hos- 
pital, Brooklyn, $100,000, donated by Frederick Brown. 
The Jackson Memorial Hospital, Dansville, was re- 


| cently opened to the public. 


Ohio 
The city council of. Cincinnati has approved the sale 
of about three acres of land belonging to the Cincinnati 
General Hospital for the consideration of $10,000 to be 


| used, it is reported, as a site for a forty-bed hospital 


for the members of the faculty of the University of Cin- 
cinnati College of Medicine, for which a fund of $400,000 


| is said to be available. 


A contract has been awarded for the construction of a 
new $45,000 wing to the Memorial Hospital, Troy. 

Contracts for the new nurses’ home of the Children’s 
Hospital, Cincinnati, have been awarded. The total ex- 
penditure will be approximately $225,000. 

Contract has been let by the city of Cleveland for the 
construction of a children’s tuberculosis preventorium at 
Warrensville. 

A sum of $10,000 has been bequeathed to the Coshocton 
City Hospital, Coshocton, for the maintenance of a charity 
ward, by the late George M. Burns, St. Louis, who was a 


_ native of Coshocton. 


Oregon 
The hospital committee of the Oregon State Elks’ Asso- 
ciation is planning to outfit and maintain a floor in the 
Doernbecher Memorial Hospital, Portland. 


Pennsylvania 

Tag day recently conducted by the ladies auxiliary of 
the General Hospital, Brownsville, netted the hospital 
$802. The money received will be used in payment on the 
new nurses’ home. 

The new Hanover Hospital, Harrisburg, was opened to 
the public October 11. 

The new $1,000,000 nurses’ school and home for the 
Mercy Hospital, Pittsburgh, was recently dedicated. 

Tennessee 


The Sanders-Warr Clinic, Memphis, announces a change 
The clinic organization will 


Texas 
St. Joseph’s Infirmary, Fort Worth, has begun the 


| construction of a $400,000 addition which will be five 


stories high and contain 175 rooms. When completed it 
is estimated that the hospital will cost about $700,000. 
This is the first addition to the hospital in twenty years. 
The old building will be used as a nurse training school. 

The Southwestern Insane Asylum and the municipal 
hospitals of San Antonio have tendered their clinical 
material to the U. S. Army School of Aviation Medicine 
for purposes of instruction; the school was recently moved 
from Mitchell Field, N. Y., to Brooks Field. 

The Physicians’ and Surgeons’ Corporation, San An- 
tonio, is planning the erection of a five-story, 300-bed hos- 
pital, at a cost of $1,000,000. 
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Our New Holiday Catalog 
Now Ready for You 





The Sexton catalog 
holds a place of honor 
as buying guide for 
many ahospitaland in- 
stitutional buyer. And 
rightly so! It is com- 
plete! It is authentic. 
It is always up-to-date 
and it always lists qual- 
ity goods at prices truly 
economical. 


The holiday catalog for 
1926—just off the press 
—should be on the 
desk of every one en- 
trusted with buying food for hospitals. 


It lists our complete line of delicious, sun- 
ripened fruits and vegetables—this season’s 
pack. Every can chock full of nutriment and 
flavor. Every container the most economical 
for hospital use and always a uniform num- 
ber of servings to each can. 


EDELWEISS 
FOOD PRODUCTS 
CHICAGO 


Clubs and Railroad Dining Systems 










The catalog also shows 
a full assortment of 
highest quality pre- 
serves, jams, jellies and 
pickles, prepared and 
packed in our own 
pure food kitchens. Just 
the thing to tempt con- 
valescentappetitesand 
give variety to the 
menu. 


In addition to these 
major items there are 
a thousand other hos- 
pital necessities in the 
Sexton line—table delicacies, teas and coffees 
of our own importation, laundry supplies, 
household supplies, etc. All selected, assorted 
and distributed with a view to your particu- 
lar requirements. 


If you are not receiving our catalog regularly, 
write us at once for a copy of this holiday issue. 


AMERICA’S LARGEST 
DISTRIBUTORS OF 
Wig No. 10 CANNED FOODS 
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THORNER’S 


Silver Service 





Thorner’s Silver Service is 
made of 18% Nickel Silver with 
a quadruple silver plate. Wears 
a lifetime. Replacement through 
breakage is forever eliminated. 
It is never affected by wear or 
polishing. 


Illustration features Thorner’s Im- 
proved Three Compartment Hot Water 
Plate. Tea Set with reinforced bands, 
hard metal hinges, Silver Soldered and 
one-piece unleakable bottom. Covered 
Soup Cup with Silver Soldered handles. 
Sherbet Dish, Individual Bud Vase; Salt 
and Pepper Shakers, and Superior Grade 
Sectional. Plate Flatware. 


u ‘ 
2 ser f 





. Serve Your © 
Thanksgiving Dinner 
from This Silver Service 











THORNER BROTHERS 


Importers and Manufacturers of 
Hospital and Surgical Supplies 


386-390 Second Avenue 
NEW YORK CITY 
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At a recent meeting of the doctor-superintendents of 
the state hospitals of Texas with the state board of con- 
trol an agreement was reached whereby four new buildings 
will be added to the property of the state insane hospitals 
at Rusk and Wichita Falls. 

The new Gore Hospital, under construction at the State 
Tuberculosis Sanitarium, Hopemount, will be ready for 
occupancy by April, 1927, according to the announcement 
of the state health department. Dr. J. G. Pettit, superin- 
tendent, Hopemount Sanitarium, Hopemount, will be su- 
perintendent of the hospital. 


Washington 


A series of lectures on electrotherapy and the treatment 
of disease by physiotherapy were recently given at the 
Tacoma General Hospital, Tacoma, by Dr. F. B. Granger, 
Boston City Hospital, Boston, Mass. 


Canada 


A contract has been awarded for a seventy-five bed 
addition to Grace Hospital, Winnipeg. The new building 
will contain three maternity rooms and an operating room. 

A fire in the main building of the Ontario Hospital, 
Brockwood, Ont., recently caused the removal of 200 pa- 
tients, none of whom was injured. 





NEW ENGLAND CATHOLIC HOSPITAL 
WORKERS MEET 


Over two hundred Sisters from hospitals in five New 
England states attended the meeting of the Catholic Hos- 
pital Association of New England held at St. Francis’ 
Hospital, Hartford, Conn., September 27-30, 1926. Mother 
Mary.of Providence, superintendent, St. Luke’s Hospital, 
Pittsfield, Mass., president of the association, presided 
and conducted the round table conferences which dealt 
with many problems of particular interest to Catholic 
hospitals. The various sessions consisted of lectures, 
demonstrations and clinics. 

The officers for the coming year are president, Mother 
Mary of Providence (re-elected) ; secretary and treasurer, 
Sister M. Mechtilde, St. Francis Hospital, Hartford, Conn. 
The superiors of the various New England Catholic hos- 
pitals will act as vice-presidents. 

Among the prominent lecturers who addressed the meet- 
ings were Dr. Carry Eggleston, cardiologist, Bellevue Hos- 
pital, New York, and Dean Milton C. Winternitz, Yale 
University Medical School, New Haven, Conn. 

One s:ssion was given over to clinics. 





DETROIT SANATORIUM OPENS FARM 
COLONY 


A farm and industrial colony, near Ypsilanti, to supple- 
ment the work of the Detroit Tuberculosis Sanatorium, 
Detroit, Mich., was opened September 6. The institution 
is designed to be an “after cure farm colony” for the 
care of patients who have been discharged from the tuber- 
culosis sanatorium but are yet unable to return to their 
full-time work. 

The colony has acemomodations for eighty persons. The 
building is two stories high, contains forty-three bedrcoms, 
ample porches and weil-lighted and ventilated living rooms. 

During their stay at the farm the ex-patients will be 
under supervision by a physician, and an occupational 
therapist. All varieties of work offered by a stock and 
grain farm will be open to the residents. Eight men 
and two women are now on the staff of the farm. 
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Vitrolite Chosen for 
Million Dollar Annex 











Beauty,cleanliness and permanence 
were the wall surfacing requirements 


in the new Children’s Annex of the Cook County 


ERIC E. HALL 


County Architect 


Washing Rooms and in, the Main 
Kitchen, Milk Formulary and Dieti- 


tian’s Locker Rooms. These walls, 





Illinois 





because faced with Vitrolite slabs, 





Cook County Hospital at Chicago. 
Vitrolite was chosen. Again this fire- polished, non- 
porous, non-absorbent material has met the exacting 
demands of scientific sanitation. 

In this fine new building jade Vitrolite slabs are 
being installed in the Clinics, Autopsy, Post Mortem, 
Anaesthetic, Sterilizing and Scrub Rooms. 

Pure white Vitrolite is being used in the Labora- 
tory, Pasteurizing, Dehydrating, Serving and Bottle 


will defy moisture, dirt, germs and acids. They will 
be permanently bright, clean, beautiful. They will 
ever be faithful to the high ideals of mcdern hospital 
operation. 


These qualities are available to old hospitals as 
well as new. Vitrolite can be easily and noiselessly 
installed on existing walls, transforming the out-of- 
date into a modern hospital. 





Ask Nearest Representative or Send Coupon 


THE VITROLITE COMPANY 
Suite 613, 133 W. Washington St., Chicago 





Suite 613, 133 W. Wash- 
ington St., Chicago 


THE VITROLITE CO. pucersiistew. va. 


You may send me complete information concerning 
the use of Vitrolite in Hospita!s. 





SALES REPRESENTATIVES 








Cleveland Miami 


Atlanta Columbus Minneapolis Providence Copenhagen 
Baltimore Dallas New Orleans San Francisco Havana 
Boston Denver New York Seattle Honolulu 
Brooklyn Detroit Omaha Springfield, Mass. Johannesburg 
Buffalo Kansas City Philadelphia St. Louis London 
Cincinnati Los Angeles Pittsburgh Tampa Manila 


Portland Washington Melbourne 


Mexico City : 
Montreal Address ; eee See 
—s 
an Juan ' 
Shanghai City : : ; eveccccccccccccccccoccoss 
T -ronto 
State iosiceniestiasnalaiabiobiaalail : 


| 
| 
| 
] 
| 
| 
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| 
| 
| 
| 
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Macbeth Daylighting 
For Operating and 
Labor Rooms 


The effect of this artificial daylight cannot be | 
adequately or intelligently described. If you see | 
it you won’t need a-description—you realize in- | 
stantly that it is different and more eye-satisfying | 
than any other artificial light. | 


Can now be seen in: : 


Boston Lying-in Hospital 
Physicians’ Hospital, Plattsburgh, N. Y. 
Spencer Hospital, Meadville, Pa. 
Strong Memorial Hospital 
University of Rochester, Rochester, N. Y. 
Vanderbilt University Hospital & Medical School, 
Nashville, Tenn. 
Western Reserve & Lakeside Group | 
Cleveland, Ohio 
Babies’ & Children’s Hospital 
Maternity Hospital & Medical Building 





Not a lamp, but a lighting system adapted 
to the location 


Macbeth Daylighting Company, Inc. 


Manufacturers of equipment for the scientific 
reproduction of daylight 


235 West 17th Street NEW YORK 




















STETTTE 


PU 


ATTENTION 


LET US HELP SOLVE 
YOUR LAUNDRY PROBLEMS 


Call on us to make an expert laundry 
survey of your institution. It will 
save you money. 





This will be done without charge or 
obligation. On purchases we give 
one year free service. 


(Write us for details of our finance plan.) 


DO IT NOW 
C. O. REEPS, INC. 


4554 Broadway Beattie & Lombard Sts. 
_Chicago, Ill. Syracuse, N. Y. 


PRESSES 


WASHERS EXTRACTORS 
TUMBLERS 
FLATWORK IRONERS 


SUUPODUOUEUOOOUEOOOEEOOOUUEEUOOUURUOUOUOUNUUUOUOOUUEEOOOUSOOOOONOOOUOGNOOUOUROOONNOOQGOROOOONROOOOONNOOONNN00S 
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Trade News and 


Publications 





Vitreous Marble.—Mvzrietta Manufacturing Co., Indian- 
apelis, Ind., has issued a new catalogue showing the various 
types of wall, ceiling and floor vitreous marble. The il- 
lustrations which show the various rooms where tile can 
be used, are in colors, clearly depicting the variety that 
may be used in the selection. The last few pages of the 
book show how Sani-Onyx can be used for corridors, 
switchboards, radiator floor plates, window sills, wash 
rocm equipment and other uses, and the last page of the 
book shows the method of installing. 


Gas Service.—The Carbide and Carbon Chemicals Cor- 
poration, New York, has mailed out a little booklet en- 
titled “In the House Around the Corner,” in which are 
shown the uses and advantages of Pyrofax, its gas product. 
It explains that this fuel comes in steel] containers and is 
used much the same as city gas, but further claims that 
it has a greater heat intensity besides having many other 
advantages. This corporation has also issued a special 
folder for hospitals explaining Pyrofax as a fuel for 
laboratories, diet kitchens and laundries. 


Intensifying Screens.—The Patterson Screen Co., To- 
wanda, Pa., is sending out to hospitals what it terms a 
handbook for roentgenologists in which is contained a 
full description of its product, an x-ray intensifying screen. 
The title of the handbook is “The Mounting of X-Ray In- 
tensifying Screens” and it contains some useful informa- 
tion for both the superintendent and the roentgenologist. 


Radiographic and Fluoroscopic Equipment.—The Victor 
X-Ray Corporation, Chicago, has recently issued one of 
its “Service Suggestions” in which it tells of the Victor 
Serial Radiographic and Fluoroscopic Unit and the method 
of using it. “Diathermy in Pneumonia” is also discussed 
as well as several other pertinent subjects. 


X-Ray Apparatus.—The Kelley-Koett Manufacturing 
Co., Inc., Covington, Ky., is sending out a series of letters 
to hospitals and physicians describing its apparatus and 
the method of operating it. The entire series comprises 
exceptional roentgen data and is worth assembling. 

Diets.—The Charles B. Knox Gelatine Co., Johnstown, 
N. Y., has issued several useful booklets on diets of spe- 
cial interest to the dietitian as well as the superintendent. 
“Dietetically Correct Recipes for Diabetes and Other Dis- 
eases” is the title of one of the booklets, while another 
is “Varying the Monotony of Liquid and Soft Diets.” The 
booklets are a valuable addition to any dietitian’s library. 

Power Plant Equipment.—The V. D. Anderson Co., 
Cleveland, Ohio, has issued a booklet entitled “Steam Spe- 
cialties” in which are shown steam traps, air traps and 
copper floats. Tables of specifications, illustrations and 
sectional drawings combine to make this an attractive 
booklet for the engineer and the superintendent. 

Linoleum.—The Armstrong Cork Co., Lancaster, Pa., 
has mailed out its 1926 style book showing many new 
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Sanymetal in Mass. General Hospital, Boston 


> 
a 


A Suggestion for Filling 
Ward Space 


Stor 


x D” YOU find—as most hospitals 
Y) do—that year after year ward 


M space is less in demand compared 

om with private accommodations? 

My Then it is time for you to investi- 
} gate Sanymetal Ward Cubicles. 

Their low cost makes them a real 

; investment. 

, 


These private or semi-private en- 
closures effectually shield the pa- 
tient from contact with or observa- 
tion by other occupants of the ward. 
They give him virtual seclusion. 
They make ward space desirable— 
and rentable. 


ICEL: 


Sys at ets) 





We also make Sanymetal por- 


le 
\) table folding bed screens. 
SS Sanymetal Products for Hospitals are: 


Ward screens and cubicles, fly doors, 
corridor and smoke screens. Toilet 
shower and dressing compartments. 
Office partitions. Wainscot. Gravity 
Roller Hinges for fly doors. Write for 
illustrated Bulletins 16-A and 21, show- 
ing hospital work exclusively. 
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The Sanymetal Products Co. 
1706 Urbana Rd. Cleveland, O. 
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Why Select Witt Cans? 


Because with Witt you buy: 
Increased operating efficiency 
Better Sanitation 


A long service guarantee on every 
can. 


HEIR close-fitting, interchangeable lids, the 

sturdy body of special analysis sheet steel, 

electrically welded and riveted for added 
strength, solid steel bands at top and bottom, 
combined with the many exclusive Witt features, 
enable us to guarantee every Witt Can or Pail 
to outlast in actual service 3 to 5 of the ordinary 
kind. This guarantee is wired to the handle of 
Can or Pail. 
There is a Witt Can and Pail for every purpose, 
ranging in size from 5 to 33-gallon capacity. 
When buying Cans or Pails, think of SERVICE, 
and consider WITT. An investment in Witt con- 
tainers will prove to be a profitable one, repaying 
you with direct results from improved service. 
See your local jobber today, ask him about the 
Witt line—or write 


THE WITT CORNICE COMPANY 
2120 Winchell Ave. 
Cincinnati, Ohio 


Manufacturers of 


Aw werrernirer 
CORRUGATED 
“CANS «and PAILS: 
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SCALES 


FOR HOSPITAL AND 
INDIVIDUAL USE 


No. B2. Dietetic Scale is especially 
designed for individual use. Capacity 
230 grams by 2% grams, also 8 ounces 
by dram graduations, aluminum scoop 
4%x9%, size 3%x5%x8%. Weight 
boxed 1 lb. Very attractive and sen- 
sitive. Invaluable for reducing. 


No. L2. Price $5.00 


0. 2D DieteticComputing Scale 
ae 500 grams by 2 grams, 
also 16 ounces by. % ounce. The 
sliding computing beam shows 
portions and totals at one oper- 
ation. Weighs each item of 
food in prescription without de- 
duction for tare weight. Beau- 
tifully EET in white enamel. 
Size 7%x15%x7%. Weight 
boxed, 13 lbs. Very sensitive No. 2D 
and accurate. Price $18.00 — 


7 TEN 


3 


on 


Price $18.00 


No. 32S is a very superior In- 
fant Scale with double beam. 
Capacity 32 lbs. by % oz. grad- 
uations. Beautifully finished in 
white enamel, large brass scoop. 
Bearings and pivots are made 
of highly tempered steel. War- 
ranteed superior to any other 
Infant Scale. Very sensitive 
No. 32S. Price $21.50 and accurate. Price... .$21.50 


If your dealer hasn't these scales he will order for you. If not order direct. 


PELOUZE MANUFACTURING CO. 
232 E. Ohio Street, Chicago 


























THE STANDARD 


Let us tell you more about the 


APPLEGATE SYSTEM 
FOR MARKING LINENS 


We are sole makers of the 
ORIGINAL APPLEGATE INDELIBLE INK 


Guaranteed Absolutely Indelible 
Used with PEN, STAMP or MACHINES 


APPLEGATE CHEMICAL COMPANY 
5632 Harper Avenue, Chicago, IIl. 
——="= Coupon Below Is for Your Convenience ~ —— —— 
(1) SPECIAL INK OFFER 


We will send \-lb. ink on trial. If you like it— 
Send us $2.50. If you don’t like it—return it. 


12 Dram Bottles, $2.00; 1 Dram, 20c. 
Send full Information and Sample Impressions. 
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patterns of linoleum for use in hospitals and public build- 
ings. How to choose linoleum, methods of laying linoleum 
floors for permanence, the care of linoleum, and many 
other pointers that every superintendent should know 
are contained in the booklet that is very attractive in its 
make-up and design. 

Laundry Equipment.—The American Laundry Machinery 
Co., Cincinnati, Ohio, has issued a catalogue showing 
laundry equipment particularly suited for hospitals, hotels 
and institutions having a limited amount of laundry work, 
The full line of tumblers, ironers, extractors, presses, soap 
mixers and other equipment is illustrated and described, 

Pneumatic Tube Systems.—G. & G. Atlas Systems, Inc., 
New York, has mailed out its catalogue showing the vari- 
ous pneumatic tube systems and their application to 
hospital work as well as in other lines. The economy of 
using tube systems is logically explained and emphasized. 


Ironers.—The Graybar Electric Co., New York, has 
issued a small booklet describing its ironer that may be 
used in homes and hospitals and which is convenient for 
small work that may be done by nurses. This is but one 
of the many lines that is distributed by the Graybar Com- 
pany, most of them having a direct application to the hos- 
pital field. 


Screens.—The Cincinnati Fly Screen Co., Cincinnati, 
Ohio, has recently issued an excellently prepared book on 
rewireable screens. The application of this product to 
hospital buildings is obvious and the book is an excellent 
aid in the proper installation and care of screening. 

Hospital Beds and Bedsteads.—Frank A. Hall & Sons, 
New York, have mailed out their catalogue which contains 
illustrations of their various types of beds as well as pic- 
tures of hospitals that are now using their product. The 
book is well made up and attractive in arrangement and 
color. Superintendents should have this catalogue for 
reference. 

Tumblers and Pressed Glassware.—The Hazel-Atlas 
Glass Co., Wheeling, W. Va., has recently sent out its cata- 
logue showing the full line of products made by this com- 
pany. The first part of the book shows its many designs 
of tumblers and drinking glasses and the second part 
shows other glass products, such as table glassware and 
glassware, that is used in the pharmacy and laboratory. 
The catalogue contains 174 pages and is perhaps as com- 
plete a reference book on this subject as the superin- 
tendents will find. 

Lighting Equipment.—The Edwin F. Guth Company, St. 
Louis, Mo., has mailed out Catalogue 15 to hospitals. Ex- 
ceptionally artistic and practical lighting fixtures and 
equipment are shown therein and the value of the book 
is further enhanced by specifications and prices. 

Crane Company.—Crane Co., Chicago, has recently is- 
sued a catalogue, “New Ideas for Bathrooms,” which in- 
cludes plans, color schemes and fixtures for twenty 
bathrooms for residences. The pages are in color which 
lends itself to a striking portrayal of the quality of Crane 
equipment. 

Truscon Roofs of Security.—The Truscon Steel Com- 
pany, Youngstown, Ohio, has recently issued a catalogue, 
“Truscon Roofs of Security,” of interest to architects and 
others contemplating the erection of any buildings re- 
quiring straightaway light-weight, permanent and fire- 
proof roof decking. A presentation of the two types of 
steeldeck roofs, Ferrodeck and I-Plates, is found in the 
catalogue. [Illustrations showing the method of laying 
and specifications for each type are also included in the 


pages. 





